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TEN MAIN ISSUES: A PERSONAL VIEW 


The main issues which will have to be considered if a policy 
establishing Community Health Centres is to be implemented are: 


There is need for change in the cost-sharing arrangements 
between federal and provincial governments in order to free 
the provinces to develop new health care delivery organiza- 
tions. This should include giving consideration to the 
amalgamation of health and welfare funds into one shared 
cost program so that medical care can really become health 
care. 


There is need to develop a general health care system in which 
community health centres can fit concurrently with the develop- 
ment of significant numbers of such centres. 


There is need to consider the two objectives of health centres 
as separate issues: 


(a) less wasteful use of resources. 


(b) redistribution of power between professionals and con- 
sumers. 


There is need to consider the strategy of change - how far 
and how fast to go. 


(a) Is it wise to develop health centres to meet objective 
3.4(a).145. ati rst step i 


(b) Is it better to start community health centres in areas 
where there is no service now? 


(c) Should community health centres be encouraged to develop 
in free competition with other services? 


(d) Should public policy encourage a high degree of consumer 
involvement or establish rigid national or provincial 
norms of resource provision? 


Change will come about through negotiation but the governments 
have the power of the purse. They may decide to offer a 
variety of incentives to encourage the development of the 


models they wish to promote. It should be recognized that 
negotiation proceeds formally and informally about functional 
and substantive matters. 


Allocation of resources will not be easy, and a great deal of 
time to develop good models of resource allocation will be 
required. 


Continuous monitoring and independent evaluation of health 

centres will be very important. Predictive or anticipatory 
models should be set up. The models should establish norms 
and deviations from these norms should give warnings about 

possible failures to attain objectives. 


Manpower problems will loom large. Good personnel policies 
should be established at federal, provincial and local levels 
in order to give community health centre employees the advan- 
tages of belonging to a large scale organization. Manpower 
policies should include policies for the involvement of local 
people as employees or voluntary workers in their community 
health centre. 


Consumer involvement should proceed gradually. Consumers will 
have to learn how to work with professionals. They will need 

to find out about the issues in health care, the techniques 

of committee work and the substantive areas in which they can 

make a contribution. 


Community health centres will have to develop new organization 


structures and processes in order to meet the objectives in 
3 (a) and (b). 


SUMMARY OF THE PAPERS SUBMITTED ON SOCIOLOGICAL, 
EPIDEMIOLOGICAL AND OTHER TOPICS 


INTRODUCTION 


Dr. Hastings and the Committee of the Community Health 
Centre Project were given one year from July 1971 to gather 
evidence about community health centres and to reach recommenda- 
tions to be presented to the Conference of Health Ministers. Given 
these tight time limits there was no prospect that a new experi- 
mental design could be developed and executed, and in any case 
experimental research seemed inappropriate. What the Ministers 
appeared to want was a synthesizing of already available evidence, 
and the development of informed hypotheses by experts from studies 
of the on-going situation in Canada and from comparative studies 
of other countries' experience; an evaluation and assessment of 
the dynamics of Canadian health care. 


The questions which the Community Health Centre Project was 
asked to address are political, though not party political. Thus, 
the evaluation has had to be concerned not only with 'hard' data 
about the economics of health care, or epidemiological outcomes, 
but was also required to consider attitudes and values of Canadians 
and their readiness and willingness to change. For the introduc- 
tion of community health centres on more than a demonstration 
basis would inevitably result in a redistribution of resources 
and of power. 


This paper brings together the sociological, epidemiological 
and general evidence which was collected (everything but the eco- 
nomic and accountancy evidence which is summarized in Dr. Peter 
Ruderman's paper). Few ‘'hard' data were available, and the 
conclusions are drawn mainly from a wide range of experts' opin- 
ions. The differences in the approaches of the epidemiologists 
and sociologists have been difficult to reconcile, particularly 
in regard to evaluation, for the epidemiologists are concerned 
mainly with health outcomes, admittedly very hard to pin down 
and process of delivering medical care and the sociologists mainly 
with communications and the processes of change in society. 


This paper begins by examining ideas about community health 
centres - how the concept has been defined and tried out elsewhere. 
It goes on to consider the existing institutions for ambulatory 
health care in Canada upon which any new system would have to build. 


iy = 


The problems of meeting health care needs with the present methods 
of deploying resources are examined. There follows a discussion 
of the ideologies underlying the social policies of different 
Canadian governments and how these appear to affect the develop- 
ment of social services, including health. Subsequently, there is 
an exploration of the implications of the community health centre 
concept for Canada - what are the constraints imposed by medical 
technology, administrative divisions, the willingness and ability 
of organized groups such as the health professions, hospitals or 
health departments to change? What are the organizational dilemmas 
that must be faced and organizational choices made by institutions 
which may become involved in altering the present wasteful system? 
Can a new pluralistic system be viably developed? Research and 
evaluation techniques are examined. 


Finally, some difficult choices are proposed. 
The sources upon which this report is based are: 


1. Original papers commissioned for the study by numerous Canadian 
and several international experts; 


2. Original papers prepared as a basis for discussion of 


(i) attitudes of health professional groups to community 
health centres; 


(ii) attitudes of other institutional groups in the 
health field likely to be affected by the develop- 
ment of community health centres (e.g. hospitals, 
public health and mental health services, welfare 
services) ; 

(iii) consummer involvement; 

(iv) architectural design. 

3. Reports of seminars 
(i) on the papers listed in 2 
(ii) on legal issues 
(iii) on financial issues. 


4. Reviewers' comments on all of the above; 


Ip =n 2 


5. Unpublished papers (sometimes prepared for publication else- 
where by their authors) and letters from experts in Canada 
and other countries; 


6. Published books and articles, many from international sources, 
which were sent in to the Project office by correspondents 
or discovered by research assistants, Robert Thompson and Ann 
Coates ; 


7. Comments in submissions to the Project, solicited and unsolic- 
ited; 


8. Personal observations in Canada, the United Kingdom, the 
United States, Holland and Belgium; 


9. Comments from Committee members, from Dr. Peter New, Dr. David 
Fish and Dr. D. O. Anderson on drafts. 


SUMMARY 


Are community health centres likely to provide a solution 
to the problems of providing health care in Canada by increasing 
accessibility to health services, by improving acceptability of 
care, by reducing costs of the medical care component (or at 
least reducing cost escalation)? Will community health centres 
provide opportunities for skilled health manpower to be used more 
effectively? Ought they to offer consumers more chances to become 
involved in the planning management of health services institu- 
tions? What in fact are community health centres? 
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WHAT IS A COMMUNITY HEALTH CENTRE? 
HEALTH CENTRES: SOME INTERNATIONAL CONCEPTS 


1 : , 
Rosneu. ) examined the files of the World Health Organiza- 
tion to explore the meaning of "health centre" and suggests that 
there are three broad types: 


(i) primary care centres - either preventive or curative 
or both (i.e. integrated) 


(ii) specialized service centres - directed to the 
exclusive care of certain diseases (e.g. T.B.) 
or certain population groups (e.g. school children 
or industrial workers) 


(iii) comprehensive polyclinics - combining primary care 
with advanced or specialized medical services. 


He writes that the first integrated health centres were 
developed in the Soviet Union: "With its socialist philosophy, 
this country disregarded the entrepreneurial interests of private 
physicians, and soon after its 1917 revolution began to construct 
a network of health centres offering both preventive and curative 
services. Primary health centres were part of a regionalized 
framework of facilities, leading to polyclinics and hospitals at 
higher echelons". 


The Soviets, like Canadian governments have to provide 
services to a widely dispersed population and the concept of using 
feldshers (or physicians' assistants) - the way in which medical 
services are provided in rural Russia - has been of interest to 
Canadians for some years. Last year a Canadian delegation visited 
Siberia to see northern health centres and the feldshers at 
work. 


The concept of an integrated primary care service was put 
forward in an official document in the Dawson Report in England 
and Wales in 1920.(3) The United States followed this with dis- 
cussions in the early 1920s 4). Health centres, in the western 
sphere of influence, were started in Ceylon in 1926 with 


Rockefeller funds. According to Roemer they emphasized preven- 
tive services "'as a sort of countervailing force to the previous 
emphasis on hospitals and curative services in the developing 
countries". They were prepared to deal with treatment only in 
extreme emergency. 


The separation of diagnostic and treatment services is 
presently particularly obvious in Belgium where health centres 
have been set up for the purpose of screening groups of school 
children, or workers, or old people, but without follow-through 
when medical problems are discovered. A similar separation 
between prevention and diagnosis and treatment, which is the 
responsibility of private practitioners, exists in the presently 
constituted public health departments of Canada. This separation 
of prevention from treatment services is purposeful in the Ceylon 
experiment but in Belgium separation results from financial 
organization rather than professional conviction. In Canada, 
this administrative division also causes some concern. 


France has had financial difficulties in maintaining 
established health centres. Lack of flexibility in the social 
security system has affected the comprehensiveness and thorough- 
ness of the services offered. Roemer describes how: 


...''there has been a growing movement for private doctors 
to work in teams with ancillary personnel under one roof. These 
units are described as "centres de santé" although they are not 
usually operated by governmental bodies and they have a wide 
diversity of attributes'"(6). Some offer organized preventive 
services for various categories of persons or diseases. Their 
financial support comes from reimbursement fees. The income is 
pooled and the doctors are paid by salary. The 2000 health centres 
are now in financial difficulty. Private doctors cope with this 
by charging supplementation. Health centres have agreed not to 
do so and are consequently having great problems. 


The importance of closely linking surveillance, maintenance 
and restoration was first realized in the group practice pre- 
payment plans of the United States. Group Health of Puget Sound (7) , 
the Health Insurance Plan of New York (8) and Kaiser Permanente (9) 
offer continuing and comprehensive care to enrolled members. 

These plans have consumer boards. 


One question which has been asked about the United States 
prepayment plans is whether they have a representative enrolled 
population, since H.I.P. and Kaiser Permanente were started as 
employee group programs. What difference in their financial 
viability would it make if there were a high proportion of old 
people or welfare recipients among the enrolled members? Group 
Health of Puget Sound and Kaiser Permanente, Portland, have now 
admitted groups of welfare recipients to their schemes in order 
to explore this question. 


Another question is whether these schemes and other pre- 
payment insurance plans have boards really representative of 
consumers 


In the United States, Health Maintenance Organizations 
(HMOs) have been proposed as a development of these prepayment 
schemes . They may be sponsored by consumers, providers, 
educational bodies or governments so long as they meet four 
conditions: They must have: 


(i) an organized delivery system 
(ii) an enrolled population 


(iii) a financial plan which includes hospital care 
(As Mott (12) points out: "from this comes the 
physicians ' incentive to control hospital use") 


(iv) a managing organization. 


Health Maintenance Organizations may provide a compromise 
in solving problems of health service financing, somewhere be- 
tween unregulated entrepreneurial and socialist answers. 


In England and Wales, the National Health Service Act, 
1946, designated health centres as the first level of a medical 
care system, but there were many reasons why they failed to get 
started when the National Health Service came into operation. 
It is only in the last few years that there has been a commitment 
to develop more than a handful of health centres, but now there 
are plans for approximately 500 to be built by 1975. Although 
a shortage of financial resources existed after 1951, it was not 
the main reason for the delay in developing centres. Consider- 
able opposition to the concept came from the medical profession. 
General practitioners were reluctant to enrol in the National 


PB) 


Health Service, and were particularly hostile to health centres 
which (they seemed to think) would take away some of their 
autonomy. It took a generation for attitudes to change. These 
were the factors which influenced change in 1964: 


(i) grouping of general practitioners 


(ii) payments for better management of practices 
(incentives built into capitation payment systems 
by 1965 agreement) 


(iii) buying out of "goodwill" (1946) and new arrange- 
ments for low interest mortgages, rent rebates, 
etc. for development of practice premises (1960s) 


(iv) secondment of public health staff to health 
centres which became recognized as an important 
subsidy (1960s) 


(v) need to bring general practitioners into a system 
of continuing education, first recognized in 1914 
and financed in 1968 


(vi) need to link ee practitioners and specialists 
more closely. 


MEDICAL CARE AND HEALTH CARE 


Questions were raised in Britain in the 1930s about the 
scope of health care as compared with the delivery of medical 
services. The Peckham Health Centre, set up in South London in 
1935 and closed in 1939 due to the war, emphasized surveillance 
through annual checkups, family membership of the centre, and 
recreational activities, in an effort to combat urban alienation (14) , 
But the centre, reopened from 1946 - 50, failed to survive. 
Roemer comments: 


"There is a lesson, perhaps, in this ultimate failure of 
a health centre concept which essentially excluded curative 
services and could not be incorporated into the administrative 
structure of the National Health Service operating all around it". 


There may have been other reasons too. The physicians ' 
seminar sponsored by the Project brought up different approaches 
to medical care. Ina paper written for the Project, Delva de- 
veloped a model which was discussed by all professional groups 
in seminars . The medical specialist practices at the 
top of this pyramid, the family physician lower down. In a brief 
to the Project, the College of Family Physicians described their 
approach 17) | "We believe that the most satisfying, efficient 

> 
and cost effective system for delivering this (community) care 
is centred on the activities of the specially trained Family 
Physician working with the specially trained Family Practice 
Nurse in purpose designed premises, and relating closely to 
Specialist Consultants, other Health Professionals and Community 
Health Education and welfare organizations". 


Some family practitioners with a special interest in the 
quality of life of their community might wish to practice in 
community health centres which would be lower down the pyramid 
than the family practitioners concerned with individual's prob- 
lems. 


CHART I - THE MEDICAL MODEL OF FAMILY CARE 


Stage Object of Care Function of 
Practitioner/Team 
1 pre-Oslerian Sickness Cure 


2 Oslerian to 1970 Person Care 
Sethe 70s Family actual water level Cope 
4 Community iceberg Control: 


preventive 
medicine 


5 Society Quality of 
life: social 
medicine 


Funkenstein has described the changing Peon anes to 
medical education on this side of the Atlantic (18) , Discussing 
American medical school development he sees four stages: 


1. Pre-Flexner: low standards, disorganized curricula; 


2. Post-Flexner: 1910-35: good standards, emphasis on a 
broad general training; 


3. Specialist excellence: 1935-69: emphasis on research and 
its implications for practice, greater specialization; 


4. Community centred interest: 1969 - 


In Canada, four recently established schools, Memorial, Sherbrooke, 
McMaster and Calgary have found it easier to develop curricula 
that emphasize community health care than do the schools estab- 
lished earlier. It is not easy to develop new curricula in 
already existing schools. 


The family physicians' status position is still in pro- 
cess of being developed. With the swing of the pendulum back 
from the strong emphasis on bio-technical specialization, some 
reconsideration has been given to their status within the medical 
professional group and to their levels of remuneration, but the 
specialists are still at the top of the medical hierarchy. The 
family practitioner in the community health centre would be 
found at the bottom of the pyramid working with the health care 
teams inside the centre and the community around the centre. 

(See Chart 1) 


There is a movement away from the medical model towards 
other sorts of health service organization. Health sciences 
centres are being developed in universities 19). This co-ordina- 
tion of professional training activity is based on the concept 
of teamwork. Medicine, nursing, pharmacy, rehabilitation medicine, 
and social work schools have been attempting to find ways of 
bringing students together for instruction so that they may become 
accustomed to working in teams and will wish to continue to do 
so when they start to practice. Teamwork has been an important 
concept for hospitals and is now being presented as an even 
more important concept for community care. But the concept is 
seldom analyzed and it conveys different ideas to different pro- 
fessionals. 


With the movement towards teamwork the medical model is 
challenged. The status of the physician is no longer always 
perceived to be that of the leader by the other health profes- 
siona as who may wish to make assumptions about equality. As 
New says: ''Teamwork is often presented as the sine que non 
of getting things done...a call is issued for a team of experts 
in different areas of competence so that all certain knowledge 
can be pooled in a unified attack on any problem..."' In an 
analysis of six assumptions pertaining to teamwork: equality, 
knowledge, professions, marginality, task and domain, New applies 
the sociological concept of cognitive dissonance and suggests 
that success or failure in teamwork can best be explained by 
the degree of dissonance that is inherent in the assumptions. 


The concept of teamwork may be difficult to work out 

in practice but it is the only concept which is basic to all 
health centre models in Roemer's review of world developments. 
It should be noted that health care teams may not need to have 
physicians. The personnel in the team would be appropriate for 
the problems they were trying to deal with, thus a health team 
might be a group of nutritionists or nurse-midwives as in the 
northern outposts. 


In a paper prepared by Coates ‘16¢) for the seminar on 
mental health service and their relationship to community health 
centres, the medical model was challenged. Why should the 
physician be at the top? He was, after all, only one of a whole 
series of problem solvers. What was important was to make sure 
that members of the public had the opportunity to sort out 
whether they had a problem and, if so, to discover where it 
could best be solved. . 


A group of sociologists, Bell, Fish and New, met with the 
project research co-ordinator to discuss the concept of non-medical 
models. They pointed out that instead of putting the physician 
at the top, one might put the needs of the community first, and 
then look at community members' problems. In general, the 
community should be able to provide a good quality of life to 
its members but people might think they had problems and then 
they would seek support from the social Ee ye te How problems 
were labelled was often a matter of chance. ‘ 1) Families with 
problems might consult any one of a range of agencies or might 
never find their way into the system. (Chart 2) 
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Many people, then, who need help are unable to get it, and 
others who do not particularly need it but who are articulate and 
have time to seek out professionals to talk about their problems 
do receive help 


The mental health seminar group thought that many problems 
might be labelled as medical problems when in fact they ‘could be 
solved by a non-medical person whether professional or volunteer. 
The medical model was wasteful because many matters now being 
dealt with by physicians could well be dealt with in other ways. 


Coates presented a chart (Chart 3) which shows how problems 
might be identified and manpower used more effectively. 


One problem is that of identification, another is that of 
delegation or allocation to another team member. The CELDIC 
report (23) had challenged the way in which psychiatrists organized 
their work. They were said to be unwilling to delegate and to 
admit that others could treat patients as well or better than they 
could. Warner(24) has recently found that general practitioners 
in British Columbia are equally unwilling to delegate non-medical 
problems. 


It will be noted that Coates' chart develops a continuum of 
care in which families are supported by other members of the 
community first and only in the last resort do they seek or get 
referred to professionals for help. 


The development of a model of this kind presupposes com- 
munity responsibility, that 'no man is an island unto himself" and 
that individual health is rooted in community health. In the 
post-industrial society of today, communities, national and local, 
tend to lose sight of their less articulate and less powerful 
members whether in rural areas or poorer parts of cities. Com- 
munity development or animation sociale is proposed as a method 
of developing healthier communities. It is health education in 
a broadest sense. 


In a seminar on Consumer Involvement (25) it was pointed out 
that deprived communities may react in different ways to their 
situation. Rural families tend to show general social apathy, but 
a great deal of aggression is turned in on the families, whereas 
in urban ghettos the aggression may be expended on others living 

and working in the neighbourhood. 
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Where communities are living at a depressed level, problems 
arise in knowing how and where to begin to raise the level. 
Frequently, attempts to break the cycle of poverty and depriva- 
tion have been ineffective. Experiences in trying to develop 
communities in depressed areas have not always been encouraging. 


The U.S. Office of Economic Opportunity has funded ex- 
perimental neighbourhood health centres for the purpose of de- 
veloping health care at many different levels - medical care for 
sick individuals, employment or voluntary work for indigenous 
workers who wish to become intermediaries between professionals 
and local people, and opportunity for consumers to participate 
in management and learn the skills of committee work in a 
democratic society 


It seems likely that animation sociale may have greater 
success in Quebec than in the provinces with an Anglo-Saxon 
tradition. In Quebec, there appears to be strong public support 
for the Government's attempts to change the present social sys- 
tem. In some of the western provinces the public has been 
clearly resistant to change and shows greater inertia. Clashes 
have occurred between community development officers and govern- 
ments over the speed of change. The different reasons for this 
are explored in Chapter 9, Canadian Objectives and Health Care. 


CHARACTERISTICS OF HEALTH CENTRES 
The evidence suggests the following as significant charac- 


teristics of successful health centres. 


1. "that each centre is part of a total system of health care with 
each part linked to the others; 


2. that the centre emphasizes surveillance, maintenance and 
restoration rather than diagnosis and treatment only; 


3. that it incorporates diagnosis and treatment into a continuing 
care service; 


4. that one major objective is to keep people out of hospitals; 


5. that health professionals work in teams in health centres, 
(although the concept of a team is unclear) ; 
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6. that there must be a good planning of organization structures 
- restrictive administrative boundaries may hinder full 
development of the concept; 


7. that there may be several different kinds of sponsorship - 
that of consumers, providers, educational bodies and govern- 
ments - and sponsorship is likely to affect the objectives 
and the organization of the centre; 


8. that consumer boards may or may not be closely linked to the 
community ; 


9. that sufficient incentives exist for physicians to want to 
work there. 


Community health centres are special kinds of health centres 


which: 


1. stress "whole patient medicine" which implies concern about 
psychosocial need and continuing care, 


2. emphasize family practice, 


3. attempt to counter urban (or rural) alienation from the 
national society. One of the means to this end is to 
emphasize community involvement. This may be achieved by 
community development programs of animation sociale, 


4. differ from the traditional doctor's office of group practice 
model, 


5. depend upon a satisfactory communication system for the sifting 
of problems and careful referrals to the appropriate profes- 
sionals. 


THE NEED FOR SYNTHESIS 


Reviewing international developments , Badgley (27) says, 
"Whether introduced before or after the initiation of national 
health legislation, in many western countries the creation of 
community health centres has been: (1) largely a state rather 
than a private sector innovation; (2) in principle often opposed 
by the medical profession; (3) tried initially on an experimental 
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basis; and (4) established in settings in which few services 
are then being provided (e.g. rural areas, ghettos...) 


Roemer (28) argues that health centres are being proposed 
as the antithesis to the overemphasis on specialization which has 
characterized medical care in the western countries, and he does 
not think that they can succeed unless they become part of an 
organized health care system. His international over-view suggests 
that the place to begin is with regional planning. 


The medical profession is likely to resist change. Finan- 
cial incentives may have to be used to encourage their interest 
in working in health centres. 


SUMMARY 


Health centres have been developed in many countries to 
provide primary care. These centres may be for preventive, 
curative or integrated care: they may offer a general service 
or cater to specific groups; they may offer primary care only 
or additional multi-specialty services. 


They are not likely to be lastingly or thoroughly success - 
ful unless they are linked into a total system of continuing care. 


The Soviet Union developed an integrated three-tiered 
equitable system in the 1920's because it disregarded the entre- 
preneurial interests of physicians. 


In the United States, Health Maintenance Organizations 
have recently been proposed as a middle-group solution to the 
present problems of health service financing. These Health 
Maintenance Organizations have four characteristics: an organized 
delivery system; an enrolled population; a financial plan which 
includes hospital care, and a managing organization. 


In Great Britain the integrated National Health Service 
has been developed incrementally out of an entrepreneurial sys- 
tem. But despite early planning for health centres it has been 
difficult to convince general practitioners that they should 
practice in them and a number of financial incentives have had 


to be provided. 


Health care is not the same as medical care. A health 
centre set up in South London in 1935 emphasized annual checkups, 
family membership of the centre and recreational activities, in 
an effort to combat urban alienation, but the centre failed to 
survive after the National Health Service was introduced because 
it did not include curative services. 


There are different approaches to the provision of health 
care. Two models are discussed. In the first, three types of 
medical practice are shown, specialists at the top of the pyramid, 
family physicians interested in solving individual problems and 
using supportive teams lower down, and lower still the physicians 
concerned with society's problems as well as individuals. 


Four states of development in medical education in the 
United States and Canada have been identified. The final phase 
beginning in 1969 emphasizes community medicine. While family 
physicians' status position is still being developed within the 
profession, there has recently been greater recognition of their 
efforts. 


The second level of the model emphasizes teamwork. Health 
sciences centres are being developed in universities to co-ordinate 
training together of health professions. But the concept of team- 
work conveys different ideas to different professions. New speaks 
of "cognitive dissonance". The concept will be difficult to work 
out in practice but it is the only concept which is basic to all 
health centre models. 


Health care teams may not require physicians. Personnel 
in the team should be appropriately chosen for the functions they 
are to perform. 


A model proposed by the psychiatrists and sociologists 
begins by looking at people in the community and their problems. 
Most people are able to cope with living most of the time but when 
they have problems they may not know how to get help, particularly 
how to find their way into the professional help-giving system. 
Problems may become wrongly labelled and so the wrong profession 
may be asked to help. Many problems may be labelled "medical 
problems" when they could be solved by others, professional or 
non-professional. The medical model is wasteful of skilled man- 
power. A chart showing the levels of intervention demonstrates 
that friends may refer to case finders and they in turn to profes- 
sionals who can diagnose and treat in the community. Few will 
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need to have semi-protective or total care. This model provides 
for medical crisis care and speedy return to the community. It 

presupposes willingness of physicians to delegate work that can 

be done by less qualified people. Unfortunately at present they 
are not very good at delegating. 


The development of community support rests on the willing- 
ness and ability of communities to take responsibility for their 
members. Community development or animation sociale is proposed 
as a method of getting them to do so. 


In the United States, Neighbourhood Health Centres have 
been financed with the obligation to have community participation 
by patients as part of the therapy for sick (deprived) communities. 
Different types of deprived communities may react in different 
ways to their problems. Different provinces may be more interest- 
ed in animation sociale than others. Reasons for this are explored 
later. 


The characteristics of successful health centres and com- 
munity health centres are outlined. 


Neither health centres nor community health centres are 
likely to succeed without regional planning. 
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SOME CONCEPTUAL DIFFICULTIES 
COMMUNITY 


What is meant by 'community', especially in the context 
of community health centre? 


Bell (1) points out that there are multiple dimensions in 
the concept of community including the following: 


1. "Territorial meaning. The community is sometimes thought of 
in terms of a specific geographical entity, defined by natural 
boundaries. 


2. Administrative meaning. Community sometimes refers to 
administrative-political units. Usually, such units are 
differentiated on the basis of historical and/or political 
factors’. 


3. Social psychological meaning. A very common meaning of 
community is that it is an entity which is defined by the 
shared meanings of people who identify with a particular 
locality, or shared interests and concerns. Thus, the com- 
munity bounded by ‘'we-feeling' may or may not be territorial 
in administrative referent. 


4. Social structural meaning. A few sociologists seem to locate 
the meaning of community at‘a level of the set of relation- 
ships and institutions. In their view, the community is more 
abstract, being the set of social arrangements that exists. 
This may or may not correspond with the above meanings. 


5. Information environment meaning. A more uncommon usage is 
at least implicit in recent writings. This approach would 
see the community as bounded by communication. Technological 
innovation may produce a "global village" by operating shared 
information environments." 


Bell continues: "It is a term used popularly and widely... 
It has a variety of surplus connotations as well as specific con- 
notations. Part of the reaction to the use of the term in relation 
to health care stems from these emotional overtones rather than 
its specific referents. To many, the term 'community' is a good 


thing, something which we once had in a simpler, more organic 
stage of social development, but which was eclipsed by urban- 
ization, industrialization and technological process. For 
others, the term seems to have an opposite colour: 'community' 
smacks of communism, the welfare state, disrespect for authority, 
etc. As an adjective, ‘community’ is an emotionally loaded word 
and the loading can be very different". 


There is no doubt that this is true. In Saskatchewan, 
some physicians spoke of the community clinics as 'the Comie 
Clinics' and their association with the Cooperative Commonwealth 
Federation (CCF)/New Democratic Party (NDP) was emphasized 
In Ontario the St. Catharines and the Sault clinics were set up 
by unions. In Manitoba an NDP government has been pushing for 
the establishment of community health centres. The image of a 
community clinic or health centre in Canada tends to be left- 
wing, radical, activist - a challenge to existing institutions. 
Yet this is not the image of community mental health centres, 
for they are seen to be agents of social control coping with the 
disturbed elements in the community. 


"Sociologists have been unable to discover any stable 
central meaning to the concept of ‘community'"', says Bell. "In 
the hands of administrators and planners, the meaning (of the 
term) may shift imperceptibly, depending on the issue at hand. 
Another complication is added by the fact that the various meanings 
are not fixed and may change at different rates and in response 
to different forces". 


It would seem to be important to try to devise administra- 
tive-political units which make the best compromise between 
geographical, technological and social factors. 


COMMUNITY INVOLVEMENT 


Fish“ argues that "without community involvement the 


objectives set for community health centres could not be achieved". 


What is meant by community involvement? There are many 
ambiguities in the uses of the words community, consumers', users’, 
citizens' or residents', patients' or clients' involvement. 

Most discussions do not clarify these distinctions. 


Some confusion has arisen about citizens' involvement in 
four different roles, as volunteers, as pressure groups, as charity 
fund raisers and as representatives of taxpayers' interests. 


TAXPAYER INVOLVEMENT 


Taxpayers want to know what is happening to moneys being 
redistributed at all levels. There are many confusions about 
taxpayer involvement, because elected representatives have to 
respond at one and the same time to the general demands from tax- 
payers to keep taxes down and with the needs of the community 
for good social services. Elected representatives often find 
themselves in dilemmas because of limited resources of funds. 
Choice is difficult because it is not easy to measure outcomes. 


INTEREST GROUP INVOLVEMENT 


Citizens are well aware of the pressures they can put on 
their elected representatives to achieve their special purposes 
and there are plenty of CITIZEN PRESSURE GROUPS in the health 
field. These pressure groups can push hard for their special 
objectives. Some of the pressure is built up by traditional 
methods: letters to the Minister, questions by opposition M.L.A.'s, 
use of "hot lines', letters to the editor, T.V. interviews, 
particularly centred around crisis situations. But even when 
the governments have commitments, to clearly established and well 
publicized plans, the media can stir up emotions about patients 
said to be neglected - thus there is distortion by individuals 
and pressure groups in favour of the sick and against preventive 
activity because the results of crisis intervention makes news 
(e.g. in heart and renal failure cases). The complex technolog- 
ical processes associated with treatment are interesting to the 
audiences of the media and emotions are easily stirred. Most of 
us are afraid of death and pain and more concerned about getting 
medical care in emergencies than in developing the partnership 
of health team and patient required for long-term continuing care. 


CITIZEN INVOLVEMENT 


Citizen involvement has tended to be used to describe 
activities associated with the raising and spending of money on 
social service institutions. In an entrepreneurial society, 
citizens became involved in service club activities or other 
charitable money-raising efforts to help the poor and unfortunate. 
Gradually, in the move towards 'a political economy of health' 
the situation has changed. The account written by Govan(4) in 
1966 on Voluntary Health Organizations in Canada now seems 
curiously old-fashioned. 


The most highly organized citizen groups involved in 
health care have been the hospital boards which are usually 
representative of the local business community. 5 There are, 
of course, other boards of voluntary health and social institu- 
tions, part businessmen and part professionals. 


CITIZEN BOARDS 


Citizen Boards are now in an ambiguous position, very 
different from the days in which the patters was set up because 
the provincial governments, with the help of shared cost grants 
from Ottawa, will meet the operating costs of hospitals and 
usually some of the costs of other institutions under the 
Canada Assistance Plan. Other institutions may qualify for pro- 
vincial mental health grants which will meet all their operating 
COS ES: 


Because established voluntary organizations may become 
contractors to the government, boards may become completely di- 
vorced from money-raising for operational expenditure. They may 
only have to consider raising money for additional capital costs, 
and often developmental capital for on-going institutions may 
be raised on low interest loans from provincial governments. 


The main difficulties in money raising are encountered 
by boards of new and experimental institutions which find it 
hard to raise money from direct appeals, from the United Appeal 
Fund, or from municipal or provincial authorities. 


CONSUMER INVOLVEMENT 


Consumer Involvement has meanings which overlap to some 


extent with citizen involvement. These are some of the meanings: 


(a) 


(b) 


(c) 


(d) 


These boards may be described as ‘sponsors 


(e) 


(£) 


(g) 


that a members' association board has been set up to 
advise a prepaid group practice or medical insurance 
fund about its financial activities. 


that a members' association board acts in a landlord- 
tenant relationship to a group practice. 

that a members' association board advises the physicians 
about community demands and needs and assists the 
physicians in educational programs. 


that a members' association board sets policies for the 
organization, and manages its activities. 


Alternatively a consumer group may be developed by 
members of the public some of whom may be professionals, 
to publicize health demands. These groups usually have 
affiliations to such bodies as the Consumers' Association, 
the United Appeal, Cooperative or Labour Union groups, 

or the local branch of the College of Family Practice. 


Tonkin and szasz 6°) have listed the innovative activi- 
ties of less traditional organizations in British Columbia 
today. The problems of urban alienation and loneliness, 
transient youth, alcoholism, drug addiction etc. have 
led to the development of new services - crisis centre 
activities for the elderly, adolescents, and other ages; 
hostel and clinic services for transient youth, a rescue 
operation for Skid Row, and other models of practice 
somewhat different from the customary services offered 
by medical practitioners' offices. These services are 
often developed jointly by consumer representatives and 
citizens -for-consumers. 


Voluntary organizations, traditionally, have worked to 


help powerless consumers: There is a long established 
tradition of voluntary work for the victims of specific 


3-5 


diseases such as rheumatoid arthritis, tuberculosis and 
other respiratory diseases, heart and stroke, and many 
more. Charity organizations and middle-class volunteers 
have had considerable importance in the development of 
clinics and other health services for some groups which 
have had little positive social power but which are 
troublesome to the social conscience. Their influence 
is still considerable. To take one example, a charity 
clinic was established by the Christian Medical Society 
inconjunction with Harbor Lights - the Salvation Army 
Centre - in Vancouver in 1953 and has been operating 
ever since. This clinic involves both private practi- 
tioners and medical student volunteers. 


PATIENT INVOLVEMENT 


Patient involvement has sometimes been regarded as the 
responsibility of professional health educators. They have not 
been noticeably successful at their task. 


The willingness of the community, consumers, citizens, 
patients to play their part in keeping well is not obvious. 
Though there are some who observe a strict regimen, most have 
some weaknesses which they indulge, e.g. overeating, smoking, 
drinking, drug-taking, failure to take exercise. But when health 
breaks down, people expect to be cured. Health professionals 
and politicians have only just begun to question whether this 
expectation should always be met. 


The concept of "the patient" is not unlike the concept of 
a person who adopts "the sick role", a deviant from the norms of 
society which expects people to be well 1 


When the idea of health education or personal involvement 
in health is put more positively in terms of developing recre- 
ational and educational activities to keep people well, to stop 
them from becoming patients the questions which need to be 
answered are: 


W 


W . : 
(a) Are "consumers", "users" or "clients" different from 


"patients''? 


(b) To what extent should community health centres be involved 
in providing for the grey area claimed by many service 
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groups as their territory -- educationalists who are 
concerned with greater self-actualization, social 
workers who wish to improve social functioning, social 
activists who wish ‘'communities' to become more 'devel- 
oped', or medical and allied health professionals who 
claim to offer health care? Should they be known as 
community centres rather than community health centres? 


Klein(8) has also tried to come to grips with the semantic 
problems of "involvement". For if consumer involvement is, as 
an aim of public policy either to be encouraged or discouraged, 
ppetietteeissessential to knowswhat is meant by at...) . 


He also says: "It is impossible to talk to the consumer 
of health services. There are the consumers of routine primary 
care. There are the consumers of acute hospital care. There 
are the consumers of institutional chronic care. All have 
somewhat different (and inasmuch as they are competing for limited 
resources, conflicting) interests. Even within these broad 
categories, further distinctions must be made. Thus, to take 
the consumer of a health centre, mothers of small children may 
attach far more importance to the ready availability of home 
visits than middle-aged couples. Unlike the users of a school 
where everyone tends to gain from improving the quality of the 
education the users of a health centre may have a variety of 
priorities” 


He says, "Involvement can perhaps most usefully be regarded 
as a line running from professiqnal dominance to consumer dominance, 
the health services coming, at present, at the professional 
extreme'', It is then possible to distinguish between the following 
specific forms of involvement: (See Chart 4) 


INFORMATION 


The minimum form of 'public involvement' is the sharing 
of information about the functioning of the service. This is 
the weakest form of involvement. However, it is also the essential 
precondition for any other stronger form since without informa- 
tion the consumer is helpless. 
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CONSULTATION 


Once a consumer of services (whether a patient or the 
parent of a schoolchild) has information, the question is what 
use will he or she be able to make of it. In short, will the 
producer of services consult the informed consumer? 


NEGOTIATION 


Consultation does not imply accepting the views or repre- 
sentations of the consumer. Negotiation, on the other hand, 
suggests a greater degree of equality between the parties: a 
bargaining situation. 


PARTICIPATION 


Negotiations usually means bargaining about decisions 
already taken by the producers; these may be modified during the 
negotiating process. Participation is taken to mean sharing in 
the decision-making process itself. 


VETO 


Defining participation to mean taking part in the decision- 
making process begs the question of the distribution of power 
and/or votes. Participation can therefore be used in both a 
weak and a strong sense. The strongest form is veto-participation: 
the ability, that is, to block all decisions. 


THE DYNAMICS OF CITIZEN PARTICIPATION 


New (9) develops a discussion on citizen participation 
which, he says, needs to be separated "from control, involvement, 
decision making and advice. Each of these components are linked. 
One may participate without having any decision-making powers or 
one may participate without any power to control. At the same 
time, each of these components may also be seen as stages in the 


total development of a community health centre. Participation 
may lead to control. Advisory functions of citizens may lead to 
decision-making powers... A major danger of citizen involvement 
occurs when the citizen's role is not clearly defined, but even 
(so)... they may wish to shift from an advisory capacity, for 
instance, to a policy-making one. (It would be necessary) to 
accommodate and tolerate these changes". 


HEALTH 


What is meant by health? 


Kohn ‘29? defined health in a paper prepared for the Hall 
Commission: 


1. "That besides physical and mental well-being, health also 
implies social adjustment. 


2. That even if we try to omit the question of social adjust- 
ment from our enquiry, we find that the physical, and partic- 
ularly the mental aspects of health, cannot be separated 
entirely from social and environmental influences. 


3. That there is such a thing as positive health, which is more 
than merely the absence of illness. 


4. That we lack the means of directly measuring quantitative 
health, so that for the time being we must be content with 
measuring health defects rather than health as such." 


This broad concept of health suggests that professional 
medical care can only go a limited way towards ensuring the good 
health of Canadian residents. As LeRiche(11) points out, the 
present measures of mortality and morbidity do not give precise 
enough information about health. The epidemiologist measures the 
prevalence and incidence of disease, but the public's view does 
not necessarily coincide with the physician's view of what is 
morbidity. In clinical morbidity surveys it has been found that 
there is overreporting of some diseases and underreporting of 
conditions which are hidden from the patient until diagnostic 
tests are carried out. 


In recent years there has been some concern to develop 
more satisfactory indicators of the state of health of nations 
or selected groups within them. Manceau discussing these 
developments, says: 


"Aujourd 'hui la lutte vers un idéal de santé est bien plus 
complexe. Il n'est plus possible de considérer les problémes qui 
se posent en termes de mortalité globale, de mortalité infantile 
ou de tout autre genre. I1 faut tenir compte simultanément d'un 
plus grand nombre de variables et c'est 1a, justement, que résident 
des difficultés majeures." 


In developing his argument, Manceau discusses the work of 
a number of epidemiologists who are concerned to relate such 
concepts as mortality, lost years of productive work, number of 
patients hospitalized, number of out-patient consultations, and 
days lost through indisposition, for a selected population and 
a control group. 


Anderson!) wonders whether there is a new epidemiological 
model which must be considered: the adaptive ecological model in 
which adaptation is healthy and the system is cybernetic. The 
factors which influence the state of health, therefore, are the 
factors which cause maladaptation to the diseases of stress, 
social dysfunctioning, delinquency, morbidity, suicide, etc. 


THE NEED FOR HEALTH CARE 


"No objective need exists which determines the levels of 
medical care", says Boulding. 14) "Certain minimum mechanical, 
chemical, biological, even economic and sociological requirements 
exist for the functioning of any organism or organization... Can 
the system itself be trusted to maintain the inputs and outputs 
necessary to satisfy homeostatic need, or is a professional re- 
quired with a wider body of knowledge who can perceive and pre- 
scribe the homeostatic needs? Underlying this discussion is the 
idea of health itself... the question as to what state of the 
organism is to be maintained still has to be answered." This 
is not a question only of individual health he says, but also 
of societal health. '"Societies can be sick even when the indi- 
viduals in them are medically well." 


Attempts have also been made in recent years to establish 
social indicators to show what is the health of a society - what 
are its strengths and weaknesses? (15) Included in these are, of 
course, the indicators of disease, but the attempts to find 
appropriate social indicators which will link together facts 
about nutrition, housing, income, family size and so on, may tell 
more about health than strict epidemiological measures. Harland (16) 
explains that "the social indicators movement" is an attempt to 
find evidence to help to answer age-old philosophical and normative 
questions about the quality of life in a society. "Social reporting 
is the process of classifying, ordering and aggregating social 
indicators to facilitate concise, comprehensive and balanced 
judgments about the quality of life." 


Beaudoin (17) suggests that in the last ten years there 
has been a shift in thinking about people's needs for social 
services: '"Aujourd'hui on ne se contente plus de demander a 
quels problémes tel ou tel type de programme s ‘adresse, mais on 
s'interroge plut6t sur les contributions ou 1'absence de contri- 
bution que font les différents programmes a4 la solution des 
problemes sociaux et a leur prévention de méme que sur leur réle 
dans le développement de notre société." 


The emphasis today, he says, is upon the adequacy of 
social programs in preventing or solving social problems and 
in contributing to social development. 


HEALTH CARE 


Buck , (18) an epidemiologist, draws attention to the com- 
plexity of health service objectives. She observes the quality 


of health care is not the same as the quality of health for: 


1. "some aspects of ill health are not presently amenable to 
medical intervention, 


2. the influence of health care upon some forms of ill health 
may be small in proportion to the influence of factors in 
the environment, 

3. although many health problems are amenable to prevention or 


relief, the affected person may not seek care." 
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"Unless patient satisfaction is related to the appropriate 
seeking of care, compliance with care, or in some other way to 
the outcomes of care, it is a benefit external to quality." 


Draper (19) a sociologist, has argued that it is difficult 
to measure the quality of care solely by looking at outcomes 
"because many other factors impinge on the level of health in the 
community, and the technological state of medicine determines 
the potential of health care (in the narrower sense) for im- 
proving health. Only under carefully controlled conditions 
might an increase in quality of care be reflected in an improved 
level of health." 


To evaluate effective and efficient delivery of care, it 
is necessary (in his view) to study processes, not outcomes. 
His paper goes on to discuss the patient's view of health care 
delivery systems. ''As regards the standards of organization and 
accommodation of a clinic, their main requirements are generally 
thought to be the following: a friendly and helpful reception; 
prompt unhurried attention to all stages of the clinic; an 
undivided and uninterrupted consultation, privacy, and a satisfac- 
tory level of amenity; good communication with health care 
personnel; a clear understanding of the advice given; compact 
and functional grouping of the facilities required for his 
visit.'' Within the general system of care there are complaints 
about accessibility and comprehensiveness, uneven quality and 
impersonality - lack of warmth - in relationships. Considerable 
dissatisfaction exists with current conditions and accommodations 
(crowded waiting rooms, lack of privacy, tiresome movement from 
one facility to another, overlong waiting periods, interrupted 
consultations and divided consultations when the doctor shuttles 
between patients, repetition of routine tests, etc., lack of 
help for elderly or disabled patients in dressing, inadequate 
communication of instructions - sometimes because of social class 
differences between doctors and patients, poorly organized 
work flows). 


These unsatisfactory processes arise, Draper believes, 
out of unsatisfactory organization structures: ''Complicated 
and inflexible administrative processes: shortage and mal- 
distribution of health facilities and personnel; fragmentation 
of care; absence of standards for outpatient care; insufficient 
education of health care personnel concerning ambulatory care; 
poor understanding by members of the staff of the arrangements 
they are operating and of the standards which could be attained; 
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poor communication with those to be served and inadequate 
understanding of their demands; lack of interest in management 
problems as part of a heritage in which the technical medical 
problem is considered all important. In short, an organization 
structure geared to the traditional preferences and needs of 
health care providers, which makes it difficult to bring the 
health care system into alignment with the changing needs of 

a rapidly changing society. 


This is, admittedly, a selective view. There is a clear 
division of opinion between epidemiologists and sociologists on 
what are important features of health care provision. In the 
past, Sackett(20) (an epidemiologist) suggests, there has been 
too great emphasis on process rather than health status and 
outcomes ~ reliance was placed upon unsubstantiated health pro- 
fessional opinion as the major tool and criterion of evaluation 
of health and health care. This comment is interesting in the 
light of complaints by consumers that there is too little concern 
about process. 


Buck emphasizes the need to be concerned about structure, 
process and outcomes, and since laymen are unable to make ac- 
curate judgments themselves about the technical processes of 
medical care, epidemiologists can help them to evaluate out- 
comes. On the other hand, she agrees that it is very difficult 
even for epidemiologists to evaluate outcomes except for very 
large stable populations. 


Sociologists tend to believe that epidemiologists under- 
estimate the importance of the dynamics of structures and 
processes. New(21) draws attention to these dynamics in dis- 
cussing innovative health centres and the changing functions 
of the emergency room. "Even though several warnings were given 
some ten years ago that emergency room utilization was changing, 
it is only recently that we have paid much attention to some of 
the specific questions implied in these changes: What is the 
function of the emergency room? Who uses the emergency room? 
For what purposes are emergency rooms now used? Are these 
purposes legitimate or not legitimate? What character should an 
emergency room take on now? What is the relationship between 
emergency rooms and community health centres?" 


He goes on to point out that there are different views of 
the way in which emergency rooms should be used and these dif- 
ferent views affect patterns of supply of services and utilization. 
"According to the most 'legitimate' (view) patients (should only) 
use emergency rooms for truly emergent problems. Emergency room 
is a way station along a continuum of health care places, from 
office visits to in-patient acute hospitalization and chronic 
health care. Most patients who use emergency rooms, however, 
view them as places which offer primary care as well. Concomi- 
‘tantly, some physicians view these places as offices when they 
are not carrying out their practices in their own offices. The 
combination of these forces must account for a large proportion 
of the cases which end up in emergency rooms." 


Presently, economists as well as sociologists are con- 
cerned about organizational processes, seeing that reform of 
processes may lead to better outcomes, as measured in terms of 
better productivity. Evans(22) discussed the high costs of the 
poor organization of professional work in a paper written for 
the Project. 


DEMAND FOR HEALTH CARE 


Field(23) has argued that there are continuing changes in 
biomedical technology which call for more and more allocations 
of capital equipment and personnel. These changes have to be 
approved by society and incorporated into the health care de- 
livery system if and when society wishes to have development of 
facilities. Society's mandate keeps changing and new social 
pressures grow and they have their effect on different parts of 
the system. The problems of developed countries seem to be less 
those of examining outcomes than examining priorities and how 
they should be determined. We do not know what changes should 
be made in the organization of the present system to bring about 
better results in outcomes, because of lack of adequate data. 


Feldstein (another economist) (24) has developed a model 
to explain the demand for medical care: 


CHART 5 


A Model of Demand For Medical Care (1) 


Patient Physician 
Factors affecting a Factors affecting a Derived Demands for 
patient's demand for physician's use of the the Components of 
treatments. components of care Care 


Incidents of Illness Patient characteristics Hospital care 
Cultural-demographic includes relative cost Physician care 


factors to the patient from Referrals to 
Economic factors using different compo- specialists, nursing 
nents of care home care, etc. 
Institutional Arrange- 
ments 


Physician's knowledge 
Relative costs to the 
physician from using 
alternative sets of 
components of care 


(1) Feldstein, Paul J: Research on the Demand for Health 
Services. 


This focuses attention upon the behaviour of the patients 
seeking care, the behaviour of the physicians in deciding what 
to do with patients and the resources available for the disposal 
of the patients. 


As Freidson and other sociologists have pointed out (25) 
many barriers prevent individuals from getting into the system. 
But White and an inter-disciplinary team have demonstrated 
that the same pattern of professional help-seeking occurs in 
eight western countries. About 20% of the population do not 
consult physicians. 


Should more effort be made to bring people into the medical 
care system? Whilst there is an iceberg of disease ,» in most 
cases, having a disease is not Synonymous with the need for treat- 
ment. LeRiche(11) (an epidemiologist) suggests that there is no 
need to worry about the problems of early detection of disease: 
"Most of the people of Canada will find medical services for con- 
ditions concerning which they have some worries and it does not 
seem to be a function of government or of health authorities to 
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start large scale and expensive schemes to discover diseases 
which Coane ec treated and which do not particularly worry 
the patient. 


But, if LeRiche does not think we need worry about 
Canadians finding their way into the system, others do. Tsalikis (28) 
(sociologist) suggests that, in Manitoba, a second-class service 
is eiven to the old, rural populations, ‘Sas mentally ill, the 
poor: "What is their choice of doctor in the private market? 

Are they in a position to know what treatment they need?" 


SUPPLY OF MEDICAL CARE 


Once patients get into the Canadian medical care system, 
Boudreau (29) says, 90% of their care is decided by medical pro- 
fessionals. The reasons for this are discussed in Chapter 5 
where the existing referral system is described. 


CENTRES 


ini 


What is meant by "centres'' in the phrase "community health 


centres"? 
Distinctions may be made between: 
(a) medical clinics, 
(b) community centres (physical structures) , and 


(c) community networks of health professionals and others 
whose aim is to assist people to get health care. 


EGALITARIAN TEAMWORK 


The difference between a group practice and a community 
health centre lies in the willingness of the physicians in the 
latter to engage in teamwork with other health professionals): 
The team will be concerned about "whole patient medicine" and 
community health and so will provide more than the traditional 
medical consultation. 


As well, the international research team found that in 
Canada there was more self medication than in European countries . (26) 
About 20% of the population do not consult physicians. 


The difficulties of developing egalitarian teamwork were 
raised in the previous chapter. There are many aspects of 
‘cognitive dissonance’ says New(30). "In our attempts to be too 
equal, we may have done a disservice to ourselves... we should 
realize that competence, by itself, implies a certain amount of 
inequality; that indeed some persons are more capable than others 
... that some persons have more power and authority than others 
to get things done in a community... There has to be a proper 
mixture of the amount of information to be withheld or released 
and the proper utilization of the information..." 


Because the members of some professional groups are more 
solidly entrenched they have more power. This needs to be 
recognized, whilst at the same time they need to give recognition 
to the domains of others and to be prepared to be flexible about 
marginal activities in going about their tasks. New suggests 
that :"The success or failure of the work of community health 
personnel, who are members of the health team, depends on an 
understanding of the more subtle issues that underlie the actions 
of the team members. Too much of the teamwork fails because of 
our unwillingness to bring substantive issues to the forefront 
and we consider only the functional rationalities..." 


Hal (31) discussed some of these substantive problems in 
his paper for the allied health professionals seminar. The com- 
munity health centres "will exhibit very complex administrative 
problems. These will stem in part from the small size of the 
organization and from the fact that there will be very small 
numbers of any kind of worker in the organization. The doctrines 
of 'team effort' and 'team decision-making' carry overtones of 
equality. The most troublesome administrative problem is likely 
to emerge at the internal level, in the relations of the various 
kinds of workers one to another. 


These centres will experience many of the current internal 
tensions of hospitals, but probably in an exaggerated fashion... 
The patterns of control that emerge will doubtless be determined 
less by the skill and training of the personnel than by their 
capacity to seize opportunities to be of central usefulness in 
these new settings." 


"The ancient divisions of sex and age are likely to emerge 
as central determinants of organization. The doctor in the 
centre will probably be male, and therefore assert his Rien seo 
administer not only on the basis of professional dominance but 
also as a masculine prerogative. And because, as a doctor, he 
is very probably older than are the paramedical workers, his 
right to administer is strengthened by his age status. None of 
these prerogatives may sit well with those paramedical workers 
who have come to assume a model of "equality of team membership" 
as the appropriate style of administration. Moreover, whenever 
doctors and other male practitioners work in association with 
paramedicals they tend to see themselves as 'men'' but also they 
see the feminine workers not as "women" but as "girls". Doctors 
and dentists see their assistants as "girl Fridays" even though 
these assistants have long ceased to be "girls' in the chrono- 
logical sense. Insofar as feminine workers are eminently 
attuned to the doctrine and practice of equality of the sexes, 
these assumptions about sex and age in the work world will make 
for a bumpy ride." 


And, he says, since "it is hardly likely that there will 
be more than one physiotherapist, occupational therapist, medical 
social worker or laboratory technician, these workers, where 
present will not only be involved in a struggle for status but 
will be engaged in a lonely struggle. Since each worker in all 
likelihood will have no colleagues to whom he or she can turn 
for support, each is likely to strive for maximum personal auton- 
omy. AS a consequence, co-ordination will be difficult." 


TREATMENT THEORIES 


The question was raised earlier about the extent to which 
community health centres should be involved in providing for the 
grey area claimed by many service groups as their territory - 
educationalists who are concerned with greater self-actualization, 
social workers who wish to improve social functioning, social 
activists whowish communities to become more developed, or medical 
and allied health professionals who claim to offer health care? 
Should they be known as community centres rather than community 
health centres? 


The model of a CLSC (Centre Local de Service Communautaire) 
proposed in Québec is a joint health and social service centre. 
Clients would be received at the door by workers skilled in 
sorting out problems and then referred to appropriate helpers , 
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professional or non-professional. Once accepted by the centre 
for care, appropriate diagnostic and treatment facilities would 
have to be available. 


Medical services are now becoming organized into a three- 
tiered system of primary, secondary (specialized) and tertiary 
(supra-specialized) care. These three levels are normally asso- 
ciated with care given by the general practitioner or family 
physician, the specialist and the academic specialist. Whilst 
the care, at all levels, may be given on an out-patient basis, 
it is often associated with community hospitals, secondary 
referral centres and university teaching hospitals. In Canada, 
the system of referrals between the three levels is not yet 
efficiently organized for reasons which will be explained in the 
chapter on the existing system of medical care. This system is 
linked to the increasing levels of complexity of biomedical 
technology. 


There is a difference between the professional medical 
approach and the professional social service approach. 


Kohn and Radius (32) draw attention to the problems the 
United States has had in trying to provide health services in 
poverty areas: "the basic approach to the health centre idea 
has differentiated between the health worker and the social 
service worker. The former emphasizes the medical care aspect, 
accepting social services as a necessary adjunct. The social 
worker, however, bases his expectations on matters of income 
maintenance, housing and sanitation with the medical services 
but one in a range of community services. The latter approach, 
adopted in the United States, for example, by the OEO, has 
proven effective in filling immediate needs. Its disadvantage 
is in creating a double standard of health care: health services 
for the poor are poor health services. This already has been 
the experience of a health centre in Washington, D.C., which is 
now trying to relocate in an area where it hopes to attract both 
those who are able to prepay and those who are not." 


Another kind of eure theory which is important to 
understand is milieu therapy. 33) In milieu therapy, treatment 
is given by a group of people, professional workers and others 
who use their skills and insights to bring about changes in 
those who are being helped. This is the theory underlying the 
use of teams in community mental health and residential treat- 
ment but the concept can be applied to other forms of community 
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care. As much help may be given by fellow-sufferers as by pro- 
fessionals. The difference between help given by professionals 
and others is that the professionals should be more knowledgeable 
and more skilled in using their knowledge. 


CENTRES OF COMMUNICATION NETWORKS 


It was suggested, particularly by sociologists, pharmacists 
and the mental health group that it was most unwise to visualize 
a health centre only as a clinic building with services inside 
the walls. It was important to consider how people find their 
way to the health and social services - voluntary and professional. 
What makes them consult a physician or a lawyer, a priest or a 
marriage guidance counsellor or telephone the crisis centre rather 
than talk to a neighbour? Often it seems to be a matter of chance 
that one method of problem solving is chosen rather than another. 


The CELDIC Committee suggested that what was necessary 
was to strengthen the community's communications network so that 
people with problems could be helped to find their way to 
appropriate professional helpers or given adequate support during 
emotional crises. 


In the second Canadian Health Manpower Conference, (34) 
McCreary drew attention to the success of the Crisis Centre 
telephone answering service manned by volunteers which seems to 
provide adequate help for many people who are looking for 
answers to their problems. However, there are other more 
traditional sources of support which may need to be strengthened 
too. The pharmacists’ seminar suggested that the retail 
pharmacists should be helped to reestablish their position as 
advisers to residents of local communities. Their location in 
dispersed retail outlets makes them accessible to most people. 
The public health and visiting nurses, too, are community-based 
but have been prevented by administrative barriers from working 
closely with diagnostic and treatment teams. (36) (37) 


Thus , community health centres can be more than buildings 
in which health care is provided. ‘They may be viewed as a system 
of communications which sorts out problems and channels them. 

The centre of the communications system network in this definition 
is the community health centre. 
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SOCIAL WORK ROLES 


It is not only the physicians who have different views of 
the way in which they may wish to practice. Ghan(38) has out- 
lined three positions which can be taken up by social workers 
in community health centres - they may act as psychotherapists 
(or assistant psychotherapists); they may become information 
givers and referral agents, or they may become social activists. 


Lees (39) has described three strategies used by social 
activists: 


1. the welfare rights movement which has a legal strategy and 
requires people essentially to be advocates on behalf of the 
poor, arguing their cause, obtaining their rights, taking 
the lead in "entitlement campaigns"; 


2. community action which involves not only obtaining present 
rights but taking direct collective action to obtain new 
rights. This strategy is to take action on some matter of 
common concern and then to challenge the authorities to 
resolve the conflict"; 


3. community development stresses participation as the means 
of achieving change without the polarization of conflict 
inherent in community projects where social workers and 
other officials are concerned with activating a community so 
as to channel its ideas into constructive proposals - proposals 
that will be broadly acceptable to the authorities. 


"The community action worker is concerned with the politics 
of consensus." The theory underlying their activity is the con- 
flict model, whereas the welfare rights movement is based on the 
structural-functional model and faith in legal processes. 


Holman (40) is doubtful that professional community develop- 
ment workers can promote successful change. These social workers 
are, he says "controlled through a hierarchy, transmitting from 
level to level, values and sanctions which tend to emphasize 
restraint and caution - for instance, not communicating with the 
press or politicians, not causing offence to other departments, 
economy and legal eligibility..." 
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"Community change can occur through the efforts of insti- 
tutionalized bodies with a formally organized, publicly sanctioned 
structure, or through the efforts of groups without formal 
structures and not responsible to public bodies... Only conflict 
strategy has any record of providing the focus which stimulates 
inhabitants to take control of their lives and redress the 
inadequacies..." 


It is clear that social workers have to make difficult 
decisions about their objectives. They may become society's 
agents of social control - probation officers and welfare 
department employees seem to be perceived as such, though many 
more are actually in this position (e.g. mental health workers) ; 
they may become problem identifiers and sorters or information- 
givers or they may offer other forms of support; they may become 
advocates for individuals or groups; or they may become involved 
in social action whether as community development officials or 
social activists challenging the established system of social 
organization. 


HEALTH CARE SYSTEMS 


A fully developed health care system will provide for 
surveillance, maintenance (i.e. treatment and continuing super- 
vision) and restoration of the members of that society both as 
individuals and as social groups. 


Canada's present health care system has been described as 
a non-system by some observers, but this is to exaggerate. The 
parts are there and usually co-ordination is reasonably good so 
far as patients in need for treatment are concerned, but what is 
necessary is integration of the parts rather than co-ordination 
if teamwork is to be developed and economies achieved. 
: : (41) 

Some failures of the health centres described by Roemer 
can be attributed to their lack of integration into the total 
spectrum of care. Diagnostic centres are a waste of money and 
skilled manpower if they are not linked to treatment centres, 
and ambulatory treatment centres must be linked to in-patient 
care hospitals which in turn must be able to discharge patients 
back into the community using convalescent homes or hostels or 


foster homes if the patient cannot return to his previous way of 
life at once or after a long period of rehabilitation. Hospitals 
are being used wastefully now. 


"Co-ordination itself cannot produce positive results unless 
there is a parallel movement of unifying goals and professional 
techniques" writes Self “/-, a British professor of political 
science. 


There are confusions about the goals of the Canadian health 
care system and these will be examined in another chapter. As 
far as professional techniques are concerned, the system is at a 
crossroads, for the techniques appropriate to community health 
care are not those which are appropriate to institutional health 
care. Thus techniques to be employed are also a matter of values. 


What the public wants is not very clear because Canadians 
have not been sufficiently well-informed or articulate enough to 
make adequate co-ordinated statements of wants. However, there 
is evidence in their behaviour that they are not wholly satisfied 
with the present delivery system. 


The evidence would suggest that the goals of the public, 
different health professional groups and governments are not 
particularly well aligned. 

Systematic organization by professional administrators 
implies research, planning, decision-making (giving consideration 


to alternatives) , execution and evaluation, co-ordination and 
control. 


SUMMARY 


In this chapter some definitions are discussed: 
(a) Community 
(b) Community involvement 
(i) citizen involvement 


(ii) citizen boards 
(iii) taxpayers' involvement 
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(iv) citizen pressure groups 
(v) consumer involvement 
(vi) patient involvement 
(c) Involvement 
(i) information 
(ii) consultation 
(iii) negotiation 
(iv) participation 
(v) veto 
(d) The dynamics of citizen participation 
(e) Health 
(£) Health care 
(i) the need for health care 
(ii) demand for health care 
(iii) supply of medical care 
(g) Centres 
(h) Egalitarian teamwork 
(i) Treatment theories 
(j) Centres of communication networks 


(k) Social work roles 


(1) Health care systems 
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THE PRESENT ADMINISTRATIVE ORGANIZATION OF 
THE HEALTH CARE SYSTEM IN CANADA 


In all western countries, problems exist in matching aspira- 
tions and realization in health care systems. Community health 
centres have been advocated as one way of improving this match. 
Before going on to explore whether community health centres are 
relevant and appropriate organizations to be developed within 
the Canadian health care system, it is important first to discover 
what are Canadian aspirations and their present realization. But 
before looking at Canadian aspirations, it is necessary to consider 
the powers of federal and provincial governments to provide health 
care and to discuss, as well, what is being done in the private 
sector of the health service. 


There are, says Klein, (1) two models of a health service: 
"the market economy model" distinguished by the fact that the 
distribution of resources is determined by market forces, or 
"the political economy model" in which the Seay of resources 
is centrally or politically determined. Anderson suggests 
that“there is a third model: "I believe it is inappropriate to 
suggest that the medical care system, in the face of medical 
insurance of a subsidized nature, follows, in the slightest, 
the rules of the market place. In Canada, the medical care system 
follows a subsidized entrepreneurial model, i.e. entrepreneurs 
in medical care delivery are encouraged by subsidies in the form 
of fee-for-service payments and other concessions in direct 
contradiction to the laws of the.market place. I cannot conceive 
that the Canadian health care system will become a political 
economy model without national and provincial planning vis-a-vis 
the distribution of resources and the limitation of health 
personnel." 


Under the terms of the various constitutional acts, the 
federal government is the main revenue-raising authority, though 
each province has its own combination of money-collecting devices 
for financing social services - some have direct taxes, some use 
sales tax or other indirect methods of bringing in resources, some 
make small charges for services. Gradually, since the depression 
years, Canadian governments have become more and more involved 
in channelling the resources which residents of the country wish 
to put into health services. 


A municipal doctor scheme was started in Saskatchewan in 
the depression years and a hospital insurance plan was proposed 
in British Columbia in 1935 (but not carried through until after 
the war). It was during the post-war years that all governments 
became more and more committed to intervention between the public 
and the purveyors of health care. 


Over the years, the ratio of personal discretionary ex- 
penditures of the average Canadian on health care have steadily 
decreased as the ratio of public expenditures from federal and 
provincial sources have increased. 


After the public sector is reviewed, consideration will 
be given to what remains in the private sector. 


POWERS OF THE FEDERAL AND PROVINCIAL GOVERNMENTS TO PROVIDE HEALTH 
CARE 


The British North America Act, 1867, defined the powers 
of the federal and provincial governments. The provinces were 
made responsible for "the Establishment, Maintenance and Manage- 
ment of Hospitals, Asylums, Charities and Eleemosynary Institu- 
tions in and for the province, other than Marine Hospitals." 
The federal government's powers in health care are not clearly 
stated. Apart from establishing and maintaining marine hospitals 
for quarantine purposes and providing services for groups of a 
certain category - militia, military and naval service and defence 
personnel, federal civil servants and some native peoples, the 
federal government has, by custom, left the provincial governments 
to manage the organization of health services in their own 
GLE Contes. 


At one stage the federal government had a number of 
category programs for veterans, native Indians, the blind, the 
disabled, etc., but recently these have begun to be phased out 
and incorporated into four main categories of programs for health 
care, cost~shared by federal and provincial governments, and a 
fifth program for welfare recipients - the Canada Assistance Plan. 
These are described in the Annual Report of the Department of 
National Health and Welfare (3) . 


(a) NATIONAL HEALTH GRANT PROGRAM: This program, instituted 


in 1948, to help the provinces in extending and improving 
public health services and hospital facilities, was 
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(b) 


reviewed in 1970. During the period 1948-70, the total 
expenditures under this program were $900 million. 


The largest single grant has been in support of hospital 
construction and this grant was terminated on March 31, 
1970, after each province had been given lump sum payments 
to their full entitlement under the provisions of the 
grant. 


The second largest grant, the General Public Health Grant, 
"assisted the provinces in extending local health services 
for the prevention of disease and disability, in control- 
ling environmental health hazards and in developing a 
great variety of health services. Since 1948, more than 
53,700 health personnel have received assistance in 
taking training in the health disciplines. Other grants 
are designated for preventive and treatment services in 
specific areas such as mental health, tuberculosis and 
cancer, maternal and child care, and medical rehabilita- 
bones, 


The Public Health Research Grant funded projects relating 
to the prevention of disease, disability or death; 
epidemiology; community health and medical care, opera- 
tional research, environmental health, including sanita- 
tion; and the utilization of health manpower. 


However, these programs, apart from the Professional 
Training and Public Health Research Grants, were termina- 
ted as of March 31, 1972. A new program, the National 
Health Grant, was established in 1969, "to stimulate 
research studies, service demonstrations and training 
activities of national importance for the improvement 

of health services. Eligible applicants are voluntary 
health agencies, universities or other qualified agencies 
or individuals and provinces". The grant has been grad- 
ually increased from $1,062,000 in 1969-70 to oH 12000 
in 1972=78.. 


HOSPITAL INSURANCE: Under the Hospital Insurance and 
Diagnostic Services Act, 1957, the federal government 
shares with the provinces the cost of providing specified 
hospital services to patients insured by these programs. 
Specifically excluded are tuberculosis hospitals and 
sanatoria, hospitals or institutions for the mentally gay i 
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and institutions providing custodial care, such as 
nursing homes and homes for the aged. The methods of 
administering and financing the program in each province 
and the provision of services above the stipulated mini- 
mum required by the Act are left to the choice of the 
province. 


Insured in-patient services must include accommodation, 
meals, necessary nursing services, diagnostic procedures, 
pharmaceuticals, the use of operating rooms, case rooms, 
anaesthetic facilities, and the use of radiotherapy and 
physiotherapy if available. Similar out-patient services 
may be included in provincial plans and authorized for 
contribution under the Act. All provinces include some 
out-patient services. The provincial plans are adminis- 
tered by the provincial department of health in some prov- 
inces and by a separate commission in others. To finance 
the plans the provinces use general revenue, sales taxes 
and premiums in various combinations. The federal govern- 
ment contributes, out of the consolidated revenue fund in 
respect to each province, 25% of the per capita cost of 
in-patient services in Canada and 25% of the cost of 
in-patient services in a province, multiplied by the 
average number of insured persons in that province. 

Thus, the total contribution is about 50% of the share- 
able cost for all Canada, but the proportion is higher 

for provinces where the provincial per capita cost is 
below the national per capita, and lower for other 
provinces. Contributions for insured out-patient services 
with respect to each province are paid in the same 
proportion as the contributions to the cost for in- 
patients < 


For 1971, the federal government made the following 
advance payments totalling $880,438 ,640: 


- Newfoundland 625.264.0422 
- Prince Edward Island Shes 7.597 
- Nova Scotia S 40,558,640 
- New Brunswick 5° 3953052391 
- Ontario $404 ,758 ,664 
- Manitoba S$ 50,498 ,199 
- Saskatchewan Se A620 124421 


(c) 


- Alberta S "91" 524442 


- British Columbia $102 ,102 ,435 
- Yukon Territory $ 730 5251: 
- Northwest Territories S”13706,55S* ** 


Provincial hospital insurance programs, operating in all 
provinces and territories since 1961, cover 99% of the 
population of Canada. 


PUBLIC MEDICAL CARE: Under the Medical Care Act, 1966-67, 
the federal government contributes to any participating 
province, one-half of the per capita cost of insured 
services furnished under the plans of all participating 
provinces multiplied by the number of insured persons 

in that one province, provided the plans meet certain 
minimum criteria (viz: comprehensive coverage, universal 
availability, portability and administration on a non- 
profit basis by a public authority). At the same time 

the federal government leaves the provinces free to choose 
the way in which their plans will be financed, e.g. 
through premiums, sales tax, other provincial revenues, 

or by a combination of methods. 


In addition to the comprehensive physicians ' services 

that must be provided as insured benefits by participating 
provinces, the Medical Care Act empowers the federal 
government to include any additional health services under 
terms and conditions specified by the Governor in Council. 
So far, such additional services are limited to certain 
procedures carried out by dental surgeons in a hospital 
setting. There is a standing commitment to provinces 

that the federal government will not extend shareable 
services without a consensus of the provinces. 


* Per 1000 population; based on population estimates as 
at December 31, 1968. 


** On January 1, 1965, contributions to Quebec under the 
Hospital Insurance and Diagnostic Services Act were 
discontinued and replaced by arrangements under the 
Established Programs (Interim Arrangements) Act. 
Payments to Quebec in 1971 under the latter legisla- 
tion amount to $335,646,204. See page 4-10 for explana- 
tion. 
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Provincial programs that provide health care systems 
(apart from those already insured under the Medical 

Care Act) for welfare recipients, establishing eligibility 
on the basis of financial need, are supported financially 
by the federal program known as the Canada Assistance 
Plan. This program provides for federal payment of 
one-half of the cost of personal health care services 

as well as welfare services. The provinces are free to 
make available a wide range of health care benefits. 


One group of citizens that has caused some concern in 
recent years comprises the transient Canadians, young 
and old, who are not eligible for Medicare because they 
have not met the contributory or premium regulations of 
provincial agencies, nor are they eligible for welfare 
benefits because they do not meet the residence qualifi- 
cations of the receiving province, though they may meet 
the requirements of a municipality. This is the largest 
group of peopte not presently able to take advantage of 
Medicare and the Canada Assistance Plan. 


(d) HEALTH RESOURCES PROGRAM: Under the Health Resources 
Fund Act, 1966, the federal government provides capital 
grants for teaching and research establishments, under- 
takes studies on health manpower and offers advice and 
consultation. The intention of the Act was "to develop 
resources for the training of personnel in order to 
reduce shortages and to meet the increase in demand 
likely to follow the introduction of medical care insur- 
ance", A fund of $500 million is available over the 
period 1966-80, and $216,387,348 of this has been com- 
mitted by March 31, 1972, about two-thirds for training 
facilities and one-third for research establishments. 
Of the $500 million, $400 million is available to the 
provinces in proportion to their population and $25 
million is available to the Atlantic provinces for 
joint projects in which all four provinces participate. 
The remaining $175 million has yet to be allocated. 


In addition to these four main shared-cost programs, a 
number of other services are provided directly by the federal 
government: viz. information and advisory services (e.g. health 
statistics collection and analysis, advisory activities of the 
Dominion Council of Health and the Health Services and Health 
Programs Branch of the Department of National Health and Welfare; 
standard setting services of the Food and Drug Directorate and 


oe: 


testing laboratories; some remaining categorical treatment pro- 
grams; and the health research activities of the Medical Research 
Council and the Defence Research Board) .* 


PROVINCIAL AND MUNICIPAL EXPENDITURES: The Canada Year Book 
1970-71(4) lists four activities in which provinces and munici- 
palities spent large sums on health care in 1969: 


Hospital care = (9) 5415 mil lion 
Other health services = § 350 million 
Provincial Workmen's Compensa- 

tion Board (medical aid and 


hospitalization costs) - § 62 million 
Municipal government health 
services ss 89 million (est.) 


The provinces themselves provide few direct services. They 
have the responsibility under the BNA Act for establishing and 
maintaining hospitals, asylums and charities, but where possible 
these responsibilities have been delegated to municipalities or 
voluntary organizations, to hospitals and health care agencies, 
and to private physicians. 


The provinces did develop public health services in which 
medical health officers and public health nurses provided an 
infection control and health education service to local communi - 
ties, working particularly through the schools and the mothers 
of young children. Sometimes home nursing and home care services 
are also provided. The provinces may delegate authority to the 
larger municipalities to set up health units. 


* In 1971-72 the following funds were available for research: 
Medical Research Council $35,642,000; National Health and 
Welfare Public Health Research Grant $4,917,000; National 
Health Grant $3,264,000; Conseil des Recherches Médicales 
(Québec) $855,000. The MRC grant rose from $30 ,891 ,000 in 
1969-70. The Public Health and National Health grants taken 
together increased from $4,400,000 to approximately Tapeh ise 

and the Quebec grant increased from $500,000 to $855,000. 


As well, provincial authorities provide care in mental 
hospitals and in community mental health centres or in institu- 
tions for the retarded and for the mentally disordered. Apart 
from these special institutions, the provinces do not normally 
own the premises in which medical treatment is given. Hospitals 
and nursing homes may be owned by charitable organizations or by 
municipalities; doctors' offices may be owned by physicians them- 
selves, or by physicians jointly with businessmen, or by business- 
men alone. Occasionally, clinics may be located in premises 
owned by a non-profit organization. 


Because they do not own the hospitals and offices or employ 
the staff, the provinces have developed ways of paying for their 
use on a contract basis. Hospitals are normally paid per diem 
rates for individual patients, as agreed with the Hospital 
Rate Boards, though some have reached global budget agreements. 
Physicians are remunerated on a fee-for-service basis which 
takes into consideration overhead costs of premises, support 
staff and equipment. Exceptionally, a few medical clinics have 
negotiated capitation payments or global budgets with their 
Provincial Medical Care Commission. 


Anderson (6) points out that the federal government has 
more control over expenditure on hospitals than on medical care. 
"Payments under the Hospital Insurance Act (1957) require that 
the hospital program meet a national standard. This is not the 
case for the Medical Care Plan where the formal criteria (of 
comprehensive coverage, universal availability, portability and 
administration on a non-profit basis by a public authority) are 
sufficiently ill-defined and easy to meet that, in a sense, one 
could almost say, "There are no standards.'"' This struggle for 
decentralization of authority is well brought out in a White 
Paper prepared in 1965 for the Dominion Provincial Conference 
where it is indicated that the provinces would not give approval 
to the federal government to move into the insurance field but 
only to transfer funds and allow the provinces to retain the 
insurance field to themselves..." (7) 


Health and welfare budgets of provincial governments are 
usually kept separate. A case for integration has been made by 
Clarkson (8) and for separation by MacKinnon. (9) Within Health 
Departments themselves the Medical Care Agency is likely to be 
administered quite separately from the Hospital Service and this 
may have little connection with Public Health and Mental Health 


Services. There are historical reasons for this, for each of 
these services was started at a different time and funded on a 
different system from the others. 


SOME COST-SHARING PROBLEMS 


The greatest financial resources lie in the hands of 
federal government which since 1948 has been offering a series of 
incentive payments to the provinces to develop health services. 
Now that all of the provinces have a highly developed hospital 
service and have begun to finance medical care for nearly all 
residents, the federal government is considering how it may 
continue to use its financial power to the greatest effect. 

"The proportion of government expenditures on health and social 
welfare taken up by health programs continues to grow: in 

1961-62 such programs accounted for $1,126 million or 30% of the 
total and in 1968-69 they amounted to $2,779 million or 38%", AL 


Considerable uneasiness is arising over the lack of 
adequate linkage between the four main health programs. The 
vastly increased expenditure on health care has not yet brought 
dramatic changes in health outcomes. Canada is still relatively 
low in the world's league tables of mortality and morbidity. 
Klein(10) has said about the British Health Services. 


"Most discussions about how best to reform or change 
existing health care systems fail to attach sufficient emphasis 
to the fact that such systems are basically machinery for distri- 
buting or rationing scarce resources. In other words, the crucial 
question is who makes the decision about who gets the resources. 
All other questions...are secondary." However this is not true 
of Canada, for the Council of Health Ministers is very clear that 
this is the key question. 


At a time when strong pressures towards decentralization 
are present, the role of federal government is complex and dif- 
ficult. It seems clear that it has now made the principal moves 
towards establishing equality of funding for medical care through- 
out Canada, as part of its wider program for moving towards a more 
just society. 


But the provinces are anxious to take over more responsi - 
bility for their own programs. Taylor(11) has reviewed the 
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uneasy federal-provincial relationships which have existed, 
particularly since 1965 when the provincial governments insisted 
on retaining contributory insurance to finance Medicare. Over 

the years the governments have become more and more concerned 
about their commitment to finance open-ended health care programs. 


Discussing its tabulation of expenditures, the Dominion 
Bureau of Statistics explains in the 1970 Year Book: | 


4 
"The relative federal declines, compared to provincial | 

gains, in recent years, have been caused, to a substantial 

degree, by increasing hospital expenditures by the provincial | 

governments augmented by the effect of the 'opting-out' arrange- 

ments made available to the provinces. Under the Established 

Programs (Interim Arrangements) Act, 1964-65, a province may 

choose to receive contributions from the federal government in | 

the form of a tax abatement and an equalization payment in lieu | 

of a direct federal contribution under the program. The opting- 

out arrangements have the effect, in this presentation, of 

showing an increase in provincial government expenditures while 

the federal fiscal payment is treated not as an expenditure but 

as a transfer payment. Thus, provincial expenditures on health 

and social welfare do not include the large sums paid or trans- 

ferred to that province under the Established Programs (Interim 

Arrangements) Act and other fiscal arrangements. The share of 

the federal government in total health and social welfare 

expenditures by all levels of government showed a steady decline 

from year to year up to 1967-68 but in 1968-69 this trend was 

reversed." (4) 


The federal government is uncertain what to do about 
changing the present shared-cost arrangements. 


It was proposed in November 1971 that cost-sharing 
formulae should change, but only in the health sector. New cal- 
culations were to be made at the federal level about realloca- 
tion of health moneys, and these were not to be tied to specific 
programs , but to the Gross National Product, inflation, popula- 
tion growth and need for some development in sectors presently 
unserviced. However, these changes were suggested in the 
Health sector only (i.e. medical care delivery mainly) and, in 
the opinion of some people, did not touch on basic health 
problems - nutrition, housing, education about "good health" 
etc. The proposals have not been accepted by the provinces 
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mainly because of the differences in their social policies. This 
difference in social philosophy is shared, to some extent by the 
New Democratic Party governments of Manitoba and Saskatchewan, 
but it is complex and difficult to describe because the working 
out of the social philosophies of the three governments has had 
to be tempered by political expediency and the mandate of the 

two New Democratic Party governments is much less clear than 

the mandate of the Quebec government. 


What can the federal government do to maintain the 
momentum it has had in bringing about change in health care 
provision? An important feature of the federal proposal for new 
financing agreements was the provision of $640 million over six 
years into Thrust Funds to assist the provinces to re-organize 
their health care systems and introduce some effective methods 
of delivery services. As well, the federal government has been 
developing its consultancy services so that the provinces which 
seek help may call upon federal experts to work out specific 
programs with provincial officials. 


THE ELEMENTS OF THE EXISTING SYSTEM 


Federal legislation and methods of allocating resources 
divide the system into seven sectors: 


a hospitals 

. medical care purveyors 

public and mental health services 

health research 

. imstitutions assisted by health resources funds (i.e. 

universities, community colleges and their clinical 
teaching satellite units) 

6. groups eligible for assistance under the Canada Assis- 
tance Plan and other categorical plans such as DVA, 
Civil Service 

72 “thetprivate ‘sector. 


MW fwoNrF 


To some extent the process of co-ordination of health 
services has proceeded quite a long way since 1948, but, says 
Roth (12) "While one can argue for the proposition that a national 
system of planning for the total use of health resources should 
be operative, the facts are that our society has not to this date 
been able to effectively plan in this manner. In the hospital 
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field the development of overall planning schemes are of relatively 
recent vintage and the implementation has not been marked with 
outstanding success." 


Roth continues: '"The first major attempt to plan a hos- 
pital and health service system in Canada dates back to the 
1948-51 period when, as part of the National Health Grants pro- 
gram, each province was charged with the responsibility of con- 
ducting a health survey and the creation of a master plan. All 
provinces were able to develop a master plan for hospitals and 
to a more limited extent for other health services. This, in 
my view, is a useful procedure but the realization of the concepts 
of an integrated co-ordinated hospital system has not been 
achieved..." 


He believes that planning councils have failed to achieve 
much in the past because "Local pressures for hospital facilities 
and services continued in many situations and locales with a 
consequent result at odds with the prescribed plan"'. He goes on 
to argue that: "One can imagine a system in which there was a 
single management, financing and control of all these elements 
of the present system... It is doubtful, however, whether this 
would be advisable in a society such as ours which puts stress 
on community participation and involvement of autonomous voluntary 
groups of citizens and a traditional belief in pluralism with 
the attendant capacity to grow, innovate and enhance through a 
variety of approaches..." 


The system is pluralistic and attempts at planning have 
not so far been very successful, though there is some degree of 
co-ordination. Would a provincial system under a single manage- 
ment lose the capacity to grow and innovate? 


SUMMARY 


Two models of a health service, the market economy model 
and the political economy or government-organized model tend to 
be contrasted by health care system analysts. Canada has a 
third model - the subsidized entrepreneurial model - which has 
developed out of negotiations between the federal government the 
province and the medical profession. 


In the post-war years the federal government has developed 
four major programs for redistributing taxes back into health 
services: National Health Grant Programs (for improving provin- 
cial public health and hospital services 1948-1970 - now termi- 
nated - and for financing research and professional training) ; 
Hospital Insurance; Public Medical Care; Health Resources 
Program (capital grants for teaching and research establishments, 
manpower studies). 


The provinces have responsibility under the British North 
America Act for establishing and maintaining hospitals, asylums 
and charities, but in many cases they have delegated this respon- 
sibility to voluntary agencies or municipalities. Most services 
are provided on contract or with grant aid, though the provinces 
have developed a few of their own services particularly in public 
health and mental health. 


The federal government has developed formulae for sharing 
the cost of services with the provincial governments in the four 
programs listed above. The costs of welfare programs are also 
shared under the Canada Assistance Plan. There are clearly- 
established national standards which hospitals have to meet for 
cost-sharing eligibility but the standards in public medical 
care are ill-defined. Some provinces have put health and welfare 
services under one Minister, others have chosen not to do so. 


Considerable uneasiness has arisen about the categorical 
nature of shared cost programs because no dramatic change in 
health outcomes has occurred and the demand for more money to 
finance health services continues’ to rise. The federal govern- 
ment is attempting to develop new methods of cost sharing but 
the provinces have not yet agreed to proposed changes. 


Despite federal involvement in funding since 1948 it was 
not until 1969 that questions began to be asked about receiving 
value for money in health services. In 19/1 the Community 
Health Centre Project was set up to examine whether community 
health centres might help to curb costs and provide a more effec- 
tive means of delivering health care. 


Federal legislation and methods of allocating resources 
divide the existing system into seven sectors: hospitals, medical 
care purveyors, public and mental health services, health re- 
search, teaching institutions, categorical groups eligible under 
special plans, and the private sector. 


4 - 13 


The system is pluralistic and attempts at planning have 
not so far been very successful, though there is some degree of 
co-ordination. Would a provincial system under a single manage- 
ment lose the capacity to grow and innovate? It has been sug- 
gested that pluralism increases the adaptability of the system. 
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THE EXISTING SYSTEM: A. THE HOSPITALS 
FEELINGS ABOUT HOSPITALS 


Hospitals are symbols of community care. They provide a 
_ security blanket for isolated and, with the improvement of trans- 
portation systems, less isolated communities in Canada. 


They provide potent material for political controversy and 
the politicians find it hard to resist organized, emotional com- 
munity groups who are determined to keep local hospitals open. 
This is an international phenomenon. 


It appears to be politically impossible to close hospitals 
once they have been opened because they are centres of employment 
and focuses of business for small towns. (The Saskatchewan ex- 
perience seems to indicate that hospitals can only be 'closed' 
when they are still, theoretically, able to be reopened when the 
community can attract a doctor. The Saskatchewan Hospital Services 
Plan budgets each year for several hospitals which cannot find 
a-doctor) . 


Presently, hospitals are co-ordinated by a number of 
different mechanisms - some of which are effective and some not. 
Roth (1) says these vary from a planning function which has been 
mandated by a government directive (as in B.C.) to voluntary 
groupings of interested people into an agency supported in whole 
or in part by funds from government... At the present time the 
authority of these councils varies from providing approval which 
is accepted as being mandatory by provincial governments, to no 
authority to command or approve but merely to comment and recom- 
mend. At this moment the trend would appear to be to give more 
authority to these regional planning councils. 


The amount of independence hospitals have ‘is vague and 
hard to identify '(2). Administrators and physicians guard their 
autonomy carefully and they do not like to have any limits set 
on their freedom of choice by co-ordinating bodies. 
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THE UNCERTAIN FUNCTIONS OF HOSPITALS 


The objectives of a country's hospital service are nowhere 
well defined, says Logan et al. a and Klein (4) points out that 
it is much easier to count beds and occupancy rates than to 
measure the quantity and quality of work being done in a hospital. 


The demand for hospital care varies from place to place. 
Different cultures have different beliefs about family respon- 
sibility for their sick members , (5) and families have different 
resources which they may use to help their sick members. 


The supply of hospital beds in Canada varies from place 
to place and there are considerable difficulties in getting into 
hospitals in metropolitan centres compared with rural hospitals. 


The number of bed capacity of hospitals in Canadian 
provinces per 1000 population is given in Table 1, but it does 
not show the distribution of hospitals by size. 


Canada has many very small hospitals which are neither 
economic to run, nor technologically high in standard. Canadians 
have obviously considered it to be more important to have a 
local hospital than an economic or high quality hospital service. 
Attitudes may now be changing a little but, if so, the change 
is slow. 


As the summary of the seminar on relations of community 


health centres to hospitals(6) reports: "Any questioning of the 
status quo was interpreted as an attack on hospitals... The 


concept held by many was that if hospitals were given the needed 
funds to meet the objectives of better distribution of medical 
care, undoubtedly the objective would be achieved." 


Logan et al,contrasts the Canadian system of admission to 
hospitals with the British, Polish and Yugoslav systems. In 
these systems "social policy gives higher priority to care in 
the community than to care in institutions. Except in an 
emergency the patient can only gain access to the specialist or 
hospital bed through his family doctor. This represents a "closed' 
system... In the 'open' systems (Canada is included in these) 
the individual is free to by-pass the primary care physician or 
general practitioner and go directly to the secondary level of 
the specialist." 


The free choice of physician enables Canadians to put 
pressure on their physicians to admit them to hospital rather than 
to treat them on an out-patient basis. 


The Saskatchewan doctors made it clear to Anderson and 
Crichton (7) that when beds were vacant it was often difficult 
to resist pressure from patients to fill them. 


There are too many acute care beds in Canada: Armstrong (8) 
and Anderson (7) have both been concerned to analyze the incidence 
of surgery and particularly elective surgery in Canada. Armstrong 
says: ''The figures suggest that changes in bed supply tend to 
have a somewhat greater effect upon surgical rates than changes 
in the numbers of surgeons." And where there are more surgeons 
there is more surgery. 


The present methods of financing encourage hospitals to 
keep the beds full and to deal with as many short-term cases 
as possible on an in-patient basis, although some experiments 
with out-patient care (e.g. day surgery) have been made. 


The lack of co-ordination between diagnostic services given 
outside in the community and those given in hospital means that 
hospitals for their own legal protection, have to retest many 
patients who might be dealt with more speedily if diagnostic 
tests outside hospital could legally become part of their system 
of information. 


Greenhill (9) draws attention to the difference in 
hospitalization patterns in the different provinces of Canada. 


"The major factor contributing to the provincial varia- 
tions shown in Table 2 is the volume of care provided to those 
45 years and over. As can be seen from Table 3, older people 
(+65 years) are institutionalized to a far greater extent in the 
Western than in the Atlantic regions of Canada. These regional 
variations are again a probable reflection of regional differences 
in the geo-political, socio-economic and cultural background and 
history of the two areas." 


TABLE 2 


TOTAL PATIENT DAY RATES PER 1000 POPULATION 
BY PROVINCES 1965* 


Canada Nfld Neor IP 18} sll a Nebr 
Rates 4609 2796 3862 A527 4308 
Rank 10 9 6 7 

Quebec Ontario Man. Sask. Alta. oS - 
Rates 4241 4754 4982 5176 5424 5010 
Rank 8 5 4 2 1 3 


sh 
~ 


Task Force Reports on the Cost of Health Services in Canada, 
Department of National Health and Welfare Vol. 2, Hospital 
pervices, Appendix 2, p.. 315. 


TABLE 3 
AGE-SPECIFIC PATIENT DAY RATES PER 1000 


POPULATION BY PROVINCE FOR HOMES FOR 
SPECIAL CARE AGE 65+ IN 1965* 


Canada Newfoundland Neon (2) I) oll o N.B. 
Rates 16,034 8,001 15483 14,858 12,793 
Rank 9 10 6 8 
Quebec Ontario Man. Sask. Alta. ire 
Rates 133.001: 16,034 We 33 2a LAO De 235023 18 ,626 
Rank 5) 4 3 7 1 2 


Klein (19) indicates that when a population is persuaded 


that it can manage with a relatively limited number of acute care 
beds it will do so. Although strong local sentiment may put 
pressure on planners to keep small old-fashioned hospitals open, 
it may be possible to convince a community that there are other 
better forms of care. He cites one district in England which, 
being convinced of this, was able to make the reduction of acute 
care beds to less than 2 per 1000 before a set target date. 


England, having many old hospitals and many more support services 
in the community and having successfully set out to change atti- 
tudes towards community care, may be able to do this, but 
Canadian hospitals are regarded very possessively at the present 
time both by patients and doctors. 


FUNCTIONS OF CANADIAN HOSPITALS DEFINED BY COST-SHARING 
REGULATIONS 


For the purposes of cost-sharing, the eligible services 
of Canadian hospitals and institutions have had to be clearly 
defined. 


The following were the definitions of Levels of Care 
reached in Saskatchewan in 1969.(11) (The line between health 
and welfare responsibilities is drawn between levels IV and IIT) 


Welfare or Nursing Care (Eligible for cost-sharing under 
the Canada Assistance Plan only) 


Level I Care 


Essentially independent but may need some guidance or 
supervision in the activities of daily living. Staff time 
for care averages 20 minutes a day. 


Level Et Gare 


Supervision and assistance may be needed with personal 
hygiene and grooming. Safely ambulant with or without 
mechanical aids or independent at wheelchair level. 
Usually continent. Able to feed self. Some supervision 
and direction may be needed for behavioural problems. 
Staff time for care averages 45 minutes a day. 


Level III Care 


All degrees of supervision and assistance may be needed in 
the activities of daily living. Basic nursing care is 
usually required. Supervision and direction may be given 
for emotional or behavioural problems which do not endanger 
life or property. Care at this level is carried out under 


the supervision of a registered nurse or registered psychi- 
atric nurse as directed by the attending physician. 
Staff time for care averages two hours a day. 


Medical Care (General or Specialized Hospital) 


(Eligible for cost-sharing under the Hospital Insurance and 
Diagnostic Services Act.) 


Level IV Care 


All patient care is carried out under continuing medical 
supervision and all nursing care is carried out under pro- 
fessional supervision. Emergency and consultative medical 
services and highly skilled technical nursing services 
must be readily available when required. Staff time for 
care averages more than two hours a day. There are three 
classifications of care at this level which are as follows: 


(a) Specialized Supervisory Care -- where the emphasis 
lies on the management of advanced mental deteriora- 
tion with its attendant problems. Physical conditions 
requiring continuing medical supervision are likely 
to co-exist. 


(b) Supportive Care -- where the emphasis lies on skilled 
nursing care and specialized techniques to arrest or 
retard deterioration. 


(c) Restorative Care -- where the emphasis lies on a slow 
paced restorative program designed to improve func- 
tional ability to the extent that careiat home or sat 
Levels I and III may be achieved. 


Level V Care 


Intended for persons with physical disabilities who require 
aggressive rehabilitation by a team of rehabilitation 
personnel to restore or improve function. Maximum benefit 
is likely to be obtained within three months, after which 
interval the patient is appropriately transferred to another 
level of care. Level V treatment is provided only at the 
base hospitals and designated activation units. 


Level VI Care 


Intended for persons requiring 24 hour medical/nursing 
supervision for emergency, diagnostic, obstetric, psychi- 
atric, or surgical services. Following the acute stage, 
the patient should, where appropriate, be transferred to 
a lower level of care. 


The federal-provincial cost-sharing formulae have encouraged 
the provinces to designate large numbers of hospital beds as 
acute care beds (Level VI). 


PRIMARY, SECONDARY AND TERTIARY CARE 


In a paper written for the Project, Babson and his col- 
leagues at the School of Health Administration in Ottawa (12) 
view the delivery system as one which should provide "progressive 
patient care". "The elements which are normally considered to 
constitute progressive patient care include: intensive care, 
internal care, self care, long-term care and home care. Of these 
five elements, the first four are normally associated with 
"horizontal patients" in institutions. As home care represents 
but one type of extra institutional health service, a minimum 
requisite for making this list comprehensive would be the addition 
of ambulatory care. 


The fact that Babson's paper starts in this way reveals a 
good deal about the thinking of hospital administrators, for 
depending upon the availability of hospital beds, it seems to be 
generally agreed that 85 to 95% of care is ambulatory. 


Thompson (13) has discussed the behaviour of managers or 
organizations , including hospital administrators who live in a 
climate of uncertainty. In order to cope with as much of the 
uncertainty as they can, they will attempt to enlarge their 
domains, to control the inputs into the organizations and its 
outputs. This will protect the technical core and enable it to 
perform optimally. 


The argument being presented here is that the hospitals 
are perceived to be at the technical centre of the system of 
medical practice and they will exert a strong influence, through 
their administrators, upon this practice provided they are 
permitted or encouraged to do so. 
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It became clear in the discussion with hospital adminis- 
trators that their budgets are precariously balanced. 6) The 
introduction of community health centres will not be welcomed 
unless a new balance can be achieved either by giving the 
hospitals alternative work in lieu of the surgery and medicine 
removed from the in-patient care wards, or by raising the per 
diem rates to compensate for the fact that more complex cases 
will have to be carried. Presently the incentives are not in 
favour of emptying beds of the less ill people as far as the 
administrators are concerned. 


Slow progress has been made towards a more effectively 
organized system of referral. The theory of primary, secondary 
and tertiary care centres is there, but the system is not yet 
streamlined. Not only do the hospital administrators resist 
change in their present patterns of work, the physicians do also. 


Many doctors fear making referrals to others who are not 
trusted personal friends or are not in partnership with them. 
Multi-specialty group practices in secondary referral centres that 
have a general practice and specialty component have to be very 
careful to convince doctors in outlying areas that their general 
practitioners are anxious not to take over their patients. A 
country doctor may feel safer in referring his patient to a far 
distant university town. In consequence a specialist ina 
secondary referral centre may see himself to be directly in 
competition with university staff. Thus the concept of primary 
(community-based, office and hospital), secondary (specialist 
care in a district hospital) and tertiary care (highly specialized 
care in a university hospital) is not altogether viable with the 
present fee-for-service rivalries. 


Because of the confusions about educational costs and 
service costs in the medical schools the academic physicians often 
have had to enter into competition with the rest of the profes- 
sion instead of being able to act as consultants to them, as in 
other countries with a national health service. Ina very few 
cases consultancy roles have been developed by adequately salaried 
university teachers (15) but the role is so strange that it has 
to be carried out with great tact. It is not only physicians but 
also hospital administrators who are resistant to consultancy 
on the development of their hospitals. 


HOSPITAL PRIVILEGES AND HOSPITAL MANAGEMENT 


In this transitional period while ideas about developing 
three tiers of service are getting sorted out, general practi- 
tioners have continued to seek hospital privileges. In general 
there is no difficulty getting into a community hospital (primary 
care) but secondary and tertiary referral centres are now putting 
up barriers of waiting periods, or probationary periods, or they 
are limiting the numbers of doctors they will consider enrolling. 
But the problem is that secondary and tertiary referral centres 
are often doing work at two or three levels. Thus whilst the 
hospitals in the big city centres have some beds for primary 
care reserved to general practitioners, most beds are for 
secondary referral and a few beds may be kept for the research 
and demonstration of very difficult cases. The situation is 
confused because these hospitals are very often used for teaching 
medical students who need to see all kinds of cases, but gradually 
general practitioner beds are being taken over by specialists. 


Hospitals have power to grant or deny physicians hospital 
privileges and to grant or deny patients admission to beds or 
even day surgery. Both these powers seem to be being used 
differentially and to some extent capriciously. Neither general 
practitioners (who are given restricted privileges) nor patients 
(who may have to wait for what they regard as real emergencies 
or urgencies) are satisfied with the present organization of 
urban hospitals. 


It is the British experience that hospital administrators 
have been able to get control over peripherally important tech- 
nical activities only. Since the takeover of hospitals by the 
government, considerable progress has been made with streamlining 
laundry services, bulk buying of food, drugs and dressings and 
so on, (Palin (16) has described a similar but slower process of 
centralization in Canada), but the streamlining of medical and 
surgical services has been very much less effective. The real 
power in hospitals lies with the surgeons and (less so) with the 
internists, for they decide on intake, length of stay, discharge 
and allocation of beds. 


The British National Health Service alarmed at its 
inability to streamline the real technical core of the hospital, 
the medical and surgical services, has tried to interest the 
consultants who use the hospitals in management problems, but the 
Cogwheel Report of 1967/68 (17) has not geared up interest as 
was hoped. Forsyth et al. 18) have described the very slow progress 
made in this direction. It would appear that physicians and 
surgeons are not much interested in improved hospital efficiency. 
In the U.S. and Canada, accreditation procedures have developed 
a higher level of interest in quality control but not in cost 
control. 


The legitimacy of hospitals as the centre of the health 
care system is now being challenged by the adherents of a com- 
munity medicine philosophy. Equally the status and expertise 
of the specialist is being challenged. Is there too much surgery? 
It would appear that there is and that other methods of treatment 
could be used. 


Hospitals are extensions of physicians' offices. They have 
provided them with facilities to do their work. If physicians 
are to be expected to provide more services out in the community 
the subsidy which has been provided by the hospitals in the past 
should be recognized and a transfer of costs arranged. (19) 


SUMMARY 


The hospitals are symbols of community care. They cannot 
easily be closed. Attempts have been made to improve co-ordination 
of hospitals but hospitals have resisted any controls which would 
lead to loss of autonomy. The amount of independence they have 
is vague and hard to identify. 


The functions of hospitals have nowhere been well-defined. 
Much depends upon the local community's needs and the local com- 
munity's resources. Demand for hospital care and supply of 
hospital beds varies from place to place in Canada particularly 
between metropolitan and rural areas. Canada has many small 
rural hospitals which are uneconomic and of low technical standards 
but Canadians have obviously considered it to be better to have 
easy access to local hospitals rather than to have an economic 
or high quality hospital service. These attitudes are not chang- 


ing quickly. 
Dp meek 


It is easier to get access to Canadian hospitals than to 
hospitals in some other countries which ration admission through 
the system of enrolment of patients in one doctor's practice. 
Free choice of doctor enables patients to put more pressure on 
physicians for hospital treatment. There are as well too many 
acute care beds in Canada. This results in unnecessary 
surgery. The incentives to hospitals encourage them to keep beds 
full of short-term patients. Hospitals repeat diagnostic work 
done out in the community for legal reasons. 


There are differences in hospital use by province. Sta- 
tistics show that older people in the western provinces are more 
frequently hospitalized than older people in the east. 


Where a population is properly persuaded that it can manage 
with fewer beds it will do so, but Canada seems to be unready 
for this yet because it has inadequate community support services 
and hospitals are regarded very possessively both by patients 
and doctors. 


In Canada, hospitals' functions are defined by cost-sharing 
formulae which distinguish between institutions giving medical 
and nursing or social support services. Payment is made for all 
patients of hospitals but only for welfare patients in nursing 
care institutions or homes (under the Canada Assistance Plan). 


Should hospitals be regarded as the centre of the medical 
care system? Hospital administrators tend to think they should 
be. Particularly since they live in a climate of uncertainty 
they would like to enlarge the domains of their hospitals, to 
control inputs and outputs, to balance their budgets. They are 
unlikely to welcome community health centres which will take 
away some of their work and will disturb the precarious balance 
that has now been reached in negotiation with provincial govern- 
ments. 


Slow progress has been made in developing an effectively 
organized system of referrals. Many primary care physicians fear 
losing patients if they refer to secondary referral centres to 
which patients may decide to transfer their loyalties, so they 
keep work themselves or refer to tertiary centres unnecessarily. 
Another problem in the referral systems are the activities of 
academics who should be doing more consultancy but are presently 
competing for fee-for-service dollars. The consultancy role is 
not well developed because of the confusions about educational 
and service costs. 
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Meanwhile there is confusion about physicians' hospital 
privileges because hospitals in metropolitan centres have begun 
to limit admission privileges. Some physicians feel that the 
power to award privileges is being used capriciously and some 
patients feel that requests for admission to hospital are dealt 
with equally unsatisfactorily. 


Hospital administrators cannot do much to improve these 
matters. The real power lies with physicians but they are not 
much interested in efficient management. In Canada there has 
been more concern about quality control than about cost control. 


The legitimacy of hospitals being at the centre of the 
health care system is now being challenged by adherents of a 
community medicine philosophy. But hospitals have been extensions 
of physicians! offices in the past. The subsidy which this has 
provided to physicians should be recognized and discussed. 
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THE EXISTING SYSTEM: B. THE MEDICAL PROFESSION 
AND ITS ORGANIZATION 


FREE CHOICE OF PRACTICE 


The market for physicians is a world market. They have 
been able to move from one country to another with few diffi- 
culties. In some Canadian provinces, the College of Physicians 
and Surgeons accepts the qualifications gained in other countries 
while other Colleges expect immigrants into the province to sit 
local board examinations. Much depends upon the ability of that 
particular province to attract and hold its doctors. 


The physicians who settle in a province are remunerated 
mainly by fee-for-service from the medical care insurance author- 
ity if they are in clinical practice. The Canadian Medical 
Association(!) has estimated that about one-quarter to one-third 
of physicians are salaried but the salaried sector is made up 
of physicians paid from four main sources -- salaried assistants 
to solo or group practitioners paid from Medicare funds; 
academics, full-time and part-time -- the former paid entirely 
by the education departments of the provinces, the latter jointly 
by education and Medicare; physicians employed by the municipal 
and provincial public and mental health branches or as senior 
administrators in other branches; and federal government employees. 


Crichton (2) found that, in Saskatchewan, most physicians 
earned income (other than salaries) came from Medicare funds, 
whether by direct or indirect billing. The other main source 
of income was the contract for service which some, physicians or 
groups had worked out with employers of large labour forces; and 
federal or provincial governments who had to care for institution- 
alized groups, in penitentiaries, for example; D.V.A. services 
and others. Approximately 3% of income came from the Workmens 
Compensation Board, and 0.2% from the Cancer Commission. One 
large multi-specialist clinic had a number of private patients 
but in general, physicians expected to earn well over 90% of 
their money incomes from Medicare. 


Physicians may decide to practice privately if they SO wish, 
or to charge more than the official fee schedule rate, but it would 
appear that only a relatively small proportion of work is done 


outside the Medicare system. In Quebec at the time of the 
specialists’ strike it was agreed that 3% should be permitted 
to opt out.(3) The percentage of private work may be less in 
some other provinces. 


Apart from relatively minor payments to laboratories*, 
optometrists, physiotherapists, or others, such as chiropractors 
the Medical Care Insurance authorities pay only for services 
performed by physicians, or directly supervised by physicians on 
payment schedules based upon the medical profession's fee 
schedules. 


Thus in order to understand the response to financial 
incentives in "a subsidized entrepreneurial system" it is important 
to understand the development of Medicare. 


Describing the historical development of the fee-for-service 
system, Armstrong (4) , has argued that Canada's system of financing 
medical care is unique: 


"The Canadian approach was to expand hospital on an inte- 
grated basis (catering to the rich and poor in the same institu- 
tion)... Thus there were rather few private profit-making hos- 
pitals in Canada, most being built with general public support 
and serving their community on a more-or-less non-profit basis. 
Since patients were cared for in the same institutions and since 
it was customary for hospital privileges to be granted to physi- 
cians only on the understanding that they would carry their 
share of the indigent case load if need be, and since Canadians 
- both patients and doctors - were remarkably mobile throughout 
much of Canada's history, the panel practice approach...never 
really was accepted as a normal or generally desirable system 
of delivery of care, although many variants on what was basically 
the panel practice approach existed and still exists...It was not 
customary for doctors to maintain a front-door and back-door 
type of practice”, The’ result of all this was that the’ goal in 
Canadian insurance programs (apart from commercial interests 
which were concerned with profitability and therefore very 
selective) was to ultimately extend similar basic coverage to 
all Canadians to eliminate any inequality in financial access to 
(medical) care between them and to enable them to consult whichever 


* The "minor payments" to laboratories have been increasing and 
are under scrutiny by provincial governments. 
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doctor or be cared for in whichever hospital they chose. Of 
course, it took many years to achieve this. Before Medicare 
schemes were introduced, the provincial medical associations 


developed "service plans''. Doctors were expected to accept the 
rules of the plan for all of their patients or to opt out al- 
together. (With certain specified exceptions the doctor had to 


accept the plan's payment as payment in full or operate entirely 
outside the plan and take his chances on collection from each 
patient who would receive reimbursement from the plan). Wherever 
these plans were available, and only Quebec had no coverage of 
this kind, the great majority of physicians found it to their 
economic advantage to participate. 


Armstrong has provided a table showing the distribution 
of physicians by province and changes in their distribution 
between 1969 and 1972. (Table 4). 


"Tt is not only by province that there are disparities in 
distribution", says Greenhill. "Doctors obviously do not 
wish to locate in communities remote from urban centres. Addi- 
tional financial incentives such as basic salaries and fee-for- 
service and free housing have attracted some physicians to Canada's 
under-doctored localities but not as many as might have been 
hoped." 


But he goes on to point out: "Some of Canada's larger 
cities with seemingly satisfactory health personnel/population 
rations have no better health services in terms of accessibility 
and availability than some rurai areas. There is no clear cut 
evidence to suggest a direct relationship exists between the 
number and types of health personnel and facilities and the 
health of a population... 


The province of Alberta has more doctors per capita than 
its neighbouring province of Saskatchewan - but there are no 
significant differences in the health status in the population of 
these two provinces." 


It is only 10 years since the first Medicare scheme was 
introduced into Saskatchewan and less than two years since the 
last provincial scheme was started in Quebec. Location of physi- 
cians and their patterns of practice (in terms of grouping) seem 
to have been developed as much in response to technological 
developments in medicine, as to other causes. Physicians have 
settled in places where they think they can make a living. Single 
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specialty groups of more than two physicians seem to be found 

only in larger urban centres (100,000 population upwards); multi- 
specialty groups exist in cities of approximately 25,000 and 

above. Specialists need to have the backing of an adequate second- 
ary referral centre hospital. In smaller municipalities, general 
practice groups may recruit one specialist general surgeon, but 

all physicians may decide to opt for general practice if they 

think this enables the group to have greater flexibility. 


There is a variety of forms of practice. Country practi- 
tioners may be in solo practice working out of their own homes. 
Solo practitioners in towns may have their own isolated offices 
in suburban shopping centres, but many rent offices in Medical 
Arts Buildings. This loose form of organization enables them to 
share services through rental agreements - cleaning, telephone 
answering, even in some cases, emergency dressing rooms planned 
on a rota basis. The owners of the building may also rent offices 
to physiotherapists, pharmacists and diagnostic laboratories, thus 
bringing the whole range of ambulatory care activities under one 
roof. The Medical Arts complex facilitates the development of 
rota systems and on-call arrangements. 


Others prefer to practice in groups as partners. Groups 
facilitate referrals, informal consultations, development of sup- 
port start. 


Physicians have to decide whether to practice as general 
practitioners or specialists. Again, the provincial colleges, 
which are the licensing associations under the Medical Acts, have 
to decide on their policies about admission to specialist practice. 
Normally, the physicians or surgeons must have taken the appropriate 
examinations of the Royal College of Physicians and Surgeons of 
Canada, or the Quebec equivalent. Some provincial Colleges accept 
'srandfathers ' who have been practicing for many years and they 
may permit specialists with British or American specialist quali- 
fications to practice temporarily whilst working towards Canadian 
exams. 


However, some physicians with Canadian specialist qualifi- 
cations are practicing as general practitioners. They have cal- 
culated that they can make a better living by getting more work 
at general practitioner rates than by restricting themselves to a 
single specialty. The payment regulations of Provincial Medical 
Care Commissions force them to make such a choice. Thus the 
certified pediatrician or surgeon may "specialize" within his 


ie ane.) 


group practice and do the work for which he is specially qualified, 
but he will also take his share of geriatric cases, obstetrics, and 
general counselling. 


It had been hoped to get some new data on the form of 
practice organizations in which Canadian doctors were now working 
- how many were in solo practice, two-men partnerships, larger 
groups; in primary care or specialist groups only, or in multi- 
specialty practices; in rural, urban or university centres; and 
some information about trends. 


Some data were gathered by the economists (6) who made 
detailed reports on the western provinces for the economic study, 
but two attempts to get information about the present position and 
trends in Canada generally were not successful. Tables 5, 6 and 
7 analyze the situation in the provinces of Saskatchewan, Alberta 
and British Columbia. 


Table 5 would seem to show that in Saskatchewan, at least, 
there is a fairly rapid development of 2 - 4 man groups, but that 
the number of multi-specialty groups is now stabilized. Boan 
who tried to get some up-to-date information on trends in the 
same province, was unable to locate much data, but found a decline 
in the associations of general practitioners in urban situations 
and an increase in rural areas. This is perhaps not surprising 
since urban G.P. practices are visibly in competition with multi- 
specialty clinics offering a much wider service, whereas, in rural 
areas, roads are improving and country people may be seeking out 
grouped doctors in the municipalities rather than solo doctors in 
their own villages who do not have the back-up services. It 
would seem, however, that Saskatchewan is atypical of the other 
provinces studied. 


Group practices are mechanisms for redistributing time and 
money and they may enable individuals to make other contributions 
to society such as research or committee activity. They tend to 
break up when personalities clash or when differences arise over 
the redistribution of money or time. 


In order to find out more about the formation and breakup 
of groups, New (8) discussed these matters with several practices 
in Ontario and Quebec. Anderson and Crichton(2) also collected 
information in Saskatchewan. In that province, groupings have 
offered not only professional but moral support to physicians with 
different attitudes to practice. (Rivalries have tended to be 
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TABLE 6 


ALBERTA DOCTOR BILLING NUMBERS TO WHICH AT LEAST $10,000 
HAS BEEN PAID DURING THE YEAR ENDING SEPTEMBER 30, 1971, 
BY SIZE AND ORGANIZATION OF PRACTICE 


Edmonton Other All 
Calgary Urban Rural Doctors 
GENERAL PRACTICE 
Solo 245 34 130 409 
Groups of 2 to 4 Doctors 30 8 80 118 
Groups of 5 to 9 Doctors BA! 16 77 124 
Groups: ‘of LO ,;to £9 Doctors - - - - 
Groups of 20 or more Doctors 9 - - 9 
TOTAL 
SINGLE SPECIALTY 
Solo 362 33 6 401 
Groups of 2 to 4 Doctors 74 - - 74 
Groups of 5 to 9 Doctors 14 - - 14 
Groups of 10 to 19 Doctors 35} = - 53 
Groups of 20 or more Doctors 
TOTAL 
GENERAL PRACTICE-SPECIALIST MIX 
Groups of 2 to 4 Doctors 42 - 14 18 
Groups of 5 to 9 Doctors 42 iby 46 105 
Groups of 10 to 19 Doctors HS) gg 14 192 
Groups of 20 or more Doctors 104 24 - 128 
TOTAL 
MULTI-SPECIALIST MIX 
Groups of 2 to 4 Doctors 22 - - 2 
Groups of 5 to 9 Doctors 32 - - 3 
Groups of 10 to 19 Doctors - - - - 
Groups of 20 or more Doctors 232 - - ish 
TOTAL 
PATHOLOGY AND RADIOLOGY LABS 
(All Sizes) 833 43 : 87 
TOTALS 1158 735 367 1760 


. Omitted because these doctors work in emergency departments. 

. Omitted because data pertains to only one group. 

. Omitted because size and specialties are not accurately known. 

ource: Haythorne, D.F.: A Study of Alberta Health Care Insurance 
Commission Payments to Alberta Doctors by size and organiza- 
tion Gf practice. 
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TABLE 7 


NUMBERS OF GROUPS, PHYSICIANS, AND AVERAGE INCOME 
IN VARIOUS SIZES AND TYPES OF GROUPS IN B.C. 


2 - 4 DOCTORS 


No. of Groups 
No. of Physicians 
Average Income 


5 - 9 DOCTORS 

No. of Groups 

No. of Physicians 
Average Income 

10 - 19 DOCTORS 
No. of Groups 


No. of Physicians 
Average Income 


20+ 


No. of Groups 
No. of Physicians 
Average Income 


TOTAL 


No. of Groups 
No. of Physicians 
Average Income 


ALL GPs 


37,559 


GPs AND 
SPECIALISTS 


37,461 


43 
311 
40,076 


MIXED 
SPECIALTY 


Z 
6 
1320273 


63,351 


3 
12 
127-812 


SAME 
SPECIALTY 


78,471 


65,449 


TOTAL 


114 
276 
51,217 


30 
174 
45 ,536 


HLS} 
35 ,584 


161 
687 
44 ,937 


*One or more physicians in the group were members for only part of a year 
and hence earned less than $10,000. 


Source: Evans, R.G.: 


(Table 111) p. 9. 
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Medical "Productivity" and Group Practice 


expressed in political terms when the mode of practice also dif- 
fered). The physicians practicing in the style shown at the 


bottom of the medical model pyramid (Chart 1, Chapter 2) have been 
regarded as left-wing socialists by those taking up other positions 


on the pyramid. Their main objective, however, seems to have 
been to demonstrate a new form of medical practice, judging by 
their concern to research and publish to an international medical 
care interest group rather than promote political objectives. 


PRIMARY CARE SERVICES 


In an attempt to find out more about primary care physi- 
cians, six papers were commissioned by the Project - two on 
general practice and four on specialist primary care. One paper 
drew attention to the definition of a primary physician prepared 
by the Community Health Care Committee of the Ontario Council of 
Health.(9) This divides family physicians into three groups: 
(a) Unrestricted - a physician who contracts with patients of 
all ages to make medical care available to them at all times 
for any health problem and to accept a continuing responsibility 
for their medical care and improved health maintenance: (b) age 


and sex restricted, e.g. pediatricians, internists, obstetricians: 


(c) problem restricted, e.g. ophthalmologists, dermatologists. 
"The role of the family physician is: 
(a) primary diagnosis for all types of health problems ; 


(b) provision of medical care for those health problems 
which lie within his scope; 


(c) supervision and co-ordination of care for patients 
requiring specialist diagnosis and treatment; 


(d) maintenance and expansion of health for the patient 
population forming his practice; 


(e) protection of the specialist expertise of the specialist. 


The Committee stress three features of family medicine 
(1) the team approach (2) personal and (3) continuing care. 


There is, as well, emergency care which may be impersonal 
and episodic. 
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Steele(10) draws attention to the special problem of the 
primary care physician, which is to combine personal concern with 
high technical standards. The solo practitioner appears to be 
more likely than the group member to show this personal concern, 
but tends to have lower technical standards. 


Steele points out that 53% of all Canadian physicians were 
in primary care in 1968 (i.e. 11,495 out of 21,359 physicians) ; 
2525 of these had certification in pediatrics or internal medicine. 


GENERAL PRACTICE 


Steele's paper goes on to describe general practice in 
Eastern Ontario. It is not known whether this is typical for 
other parts of Canada but it does give a picture of one area. 


In 1971 there were 37 practitioners - solos and two-man 
partnerships - in Kingston (63,000 population). Ten shared of- 
fices with one other doctor. "There were five full-time and one 
part-time nurses, the rest had lay receptionists. Many practices 
were closed to new patients. In the surrounding countryside, 10 
solo practitioners were located in villages (pop. 20,000 - 2000 
Square miles). Many were about to retire and replacements were 
not visible. Practices were not 'closed' and there was a lot of 
seasonal work, so doctors worked very hard. Most did only of- 
fice practice with a few house calls. Hospital work was referred. 
Offices were ill-equipped, there:were no effective appointments 
systems, three of the 10 had R.N.'s to assist as receptionists 
(two part-time). In the district as a whole the nurses did not 
help with patient care and there was really no room for them to 
work in 31 offices. ''The outstanding conclusion is that the 
standard of management is seriously deficient (although)... new 
diagnostic tools and new therapies are used, but the methods of 
handling the patients and the working quarters of the doctors 
(are outdated) ." Nor did the doctors seem to want to change their 
ways. 


"Whilst most family physicians jealously guard their hos- 
pital privileges, it is not unusual to find a decline in the use 
of hospital facilities by those same physicians with a compensa- 
tory increase in office practice - there is, in effect, a con- 
traction of activities to the primary care physician's office 
from the patient's home and the hospital." 
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PEDIATRICIANS 


Moghadam (11) says that there were 769 active pediatricians 
in Canada in 1968. Of these, 70% were providing primary care. 
"Tf all pediatricians were to restrict their practice to -tor- 
sultation, most would not be able to survive financially." 


Nevertheless, they must have made a very restricted 
contribution to primary care since 82.4% were located in metro- 
politan areas (in which 48% of the population lived) and 55% 
were in higher and middle socioeconomic areas and 33% in mixed 
areas. Thus only 12% were in lower income group areas. Despite 
the fact that the child population is decreasing in numbers, 
"there is a slow but continuing increase in the number of pedia- 
tricians trained in Canada. There is no agency or governing . 
body which regulates the entry of physicians into pediatric (or | 
any other specialty). No one has estimated the needs of this 
nation for pediatric consultants."' Moghadam thinks that there 
is a waste in a four-year training program. Few pediatricians 
who practice as consultants could be labelled general consultants ; 
most become superspecialists after more training and work at the 
tertiary level. For community pediatrics two years training 
would be long but the emphasis in the training should be quite 
different. There is need for child specialists to i i) Cs 
problems such as those outlined in the CELDIC Report. 


INTERNISTS 


Spaulding (13) says of the internists: “Unfortunately the 
role of the internist either as a primary care physician, a 
consultant or a mixture has never been determmined...Commonly, 
a highly trained young internist, having completed a residency 
program designed to fit him for consulting practice will establish 
himself in a populous area and not confine himself to referred 
work. By being available and accepting non-referred patients he 
demonstrates to the public that at least some internists, including) 
some sub-specialists, consider primary care to be part of their 
professional activity. The confusion of role has to be eliminated 
before rational utilization and distribution of internists can | 
occur."' Data about the number of internists and their technical | 
skills in the various sub-specialties are not available in Canada. © 
Consequently, some rough guesses were made about the province of 
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Ontario by way of illustration. 'Manpower production in internal 
medicine in Ontario, although appropriate in 1970, will be exces- 
sive in 1975. Manpower production in rehabilitation medicine, 
inadequate in 1970, will be appropriate in 1975...There appeared 
to be little, if any, overproduction in sub-specialties. By L975; 
there will be a serious underproduction of oncologists, clinical 
pharmacologists and rheumatologists, and no sub-specialists will 
be qualifying in clinical epidemiology, genetics, geriatrics and 


infectious disease.'' However, this last statement is qualified 
by the comment that "a substantial number of general internists 
have had some sub-specialty training." Spaulding does not think 


that internists should practice as primary physicians but as 
specialist consultants. They could be based either in a hospital 
or in a group community practice where there are laboratory and 
radiological facilities, and primary physicians and other con- 
sultant specialists. As well as doing referred work they would 
then be available for information, consultation and continuing 
education. Because of the role confusions at the present time, 
training programs are not as effective as they might be. 


OBSTETRICIANS 


Bryans (14) estimates that about 60 to 70% of obstetrical 
care in Canada is given by general practitioners. No hard data 
are available. The obstetricians and gynaecologists are located 
in the metropolitan areas and larger towns (25,000+). Less than 
25% of deliveries are made by obstetricians in these towns and 
less than 50% in metropolitan areas. In 1970, 984 specialists 
were distributed very unevenly over the provinces: Maritimes 
5/; Quebec 284; Ontario 406; Prairies 147; B.C. 90; Yukon and 
N.W.T. O. "Obstetricians and gynaecologists do provide a signi- 
ficant amount of primary care...The percentage of work done by 
the obstetricians and gynaecologists that is primary and that 
which is truly consultative referred work would vary greatly, but 
certain generalizations are possible: 


1. Only a small percentage of specialists do consultation work 
exclusively. 


2. A higher percentage of primary care is delivered by the 
specialist practicing in a large metropolitan community. 


3. The specialists serving a scattered large area of low density 
will do a higher percentage of consultation work. 
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4. Age has a direct relation - younger men do more primary care; 
older specialists are more likely to limit their practice and 
do more referred work. 


5. Younger specialists do relatively more obstetrics; older 
specialists do significantly more gynaecology. 


6. Recipients of primary obstetrical care by specialists would 
show a distinct weighting to middle and higher socioeconomic 
groups, whereas women referred to the specialist for consul- 
tation would be representative of all social groups. 


In discussing the deficiencies and strong points of the 
present methods of delivering obstetrical care, Bryans points out 
the following weaknesses: lack of uniform standards and adequate 
peer review in pre- and postnatal care; probable costly duplica- 
tion of overheads; waste of specialist skill in primary obstet- 
rical and preventive gynaecological care; maldistribution of 
specialists and double standards of care; prenatal mortality rate 
improving but still unsatisfactory. The strengths are, in his 
opinion, voluntary controls and educational programs which have 
led to continually rising standards of maternal and prenatal mor- 
tality; free choice of doctor and direct access to specialist 
care for those who choose it and are willing to pay for it; close 
doctor-patient relationship which may be lost in a team situation, 
and close personal interest and responsibility on the part of the 
doctor; "it remains to be proven that less qualified personnel 
can do prenatal and periodic examinations as efficiently, as 
economically and without associated disadvantages", he says. 


Not everyone would agree with this last comment. Mott (15) 
suggests that a number of experiments in using nurse midwives 
indicate that they can give a first-class service. 


Bryans suggests a breakdown of the obstetrician/gynaecolo- 
gist job into four parts: (1) periodic examinations of cervix, 
breast and ovary for early cancer detection; (2) family planning; 
(3) abortion; (4) concern for good quality of reproduction - 
genetic counselling and emphasis on specialist care for the high 
risk patient. So far as family planning and abortion are 
concerned , Mackenzie (16) suggests that a cheap, streamlined, 
widespread and effective service could be organized with a few 
qualified staff and many technicians. 


: 


PSYCHIATRY 


Coates (17) has discussed the ambiguous position of psychi- 
atrists in relation to primary care. There are, he suggests, four 
models of disorder treatment theory which may determine their 
approaches. 


CHART 6 - FOUR MODELS OF DISORDER TREATMENT THEORY 


DISORDER THEORY PROFESSIONAL ROLE TYPE OF TREATMENT 
(1) Medical Doctor Drug therapy 
(2) Psychoanalytic Psychotherapist Psychotherapy, group 


and family therapy 
(3) Crisis and Miasma Social system man- Crisis intervention 
ipulator 
(4) Social Competence Teacher Reeducation, skill 
training 


"The first two'', he says, "are clinical models, the latter 
two non-clinical". Coates' paper traces historical developments 
in the psychiatrists' opportunities in Canada which has approxi- 
mately 2,000 specialists. No hard data are available on their 
distribution but approximately one-half are practicing in Ontario 
and half of these are in metropolitan areas. Despite this, few 
smaller centres are short of psychiatrists and only in the very 
sparsely settled areas is there a true shortage in relation to 
population. Saskatchewan has the most equitable distribution. 


"Historically, psychiatrists run counter to all other 
Specialists in that, until 1950, the majority were either mental 
hospital staff or university staff, i.e. salaried, and of all the 
medical specialties, psychiatry is the most socialized both in 
this respect and in acceptance of working as members of a team... 
Much of the literature on health care teams derives from this 
orientation and much of the empirical research on professional 
roles has been based on psychiatric hospitals, clinics and mental 
health teams..." 


"However, psychiatrists have had to struggle for status 
within the medical profession. The 1960's was an era in which 
psychiatry became conventional and conformist, i.e. it emerged 
as a full-fledged medical specialty in terms of patterns of 
practice on a fee-for-service basis. Moreover, the same decade 
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saw the acceptance of psychotherapy as a medical procedure with 
professional safeguards against non-physician practice. The 

development of psychotherapy as an exclusively medical procedure 
has given rise to some extreme statements regarding the role of ) 
the psychiatrist, but also runs counter to the common-sense view 

that a variety of other professions, specifically clinical psychol-= 
ogists, social case workers, clergy, physicians to a limited 

extent and counsellors in school systems and regulatory agencies 
share an overlapping function, without either professional sanc- 
tions or the provision of coverage in prepaid medical schemes ." | 


Coates points out that most psychiatrists like the medical 
specialist role because it pays well and also it "consolidated the | 
professional role lacking in the prior practice arrangement oba 
mental hospital or mental health clinic. It has also made for an 
arrogance regarding the professional privileges to define patients © 
in need of treatment, types of treatment and duration, and also | 
provide disincentives for consulting and educative functions which 
are not part of the pre-payment contracts." 


"The community psychiatry orientation has been largely a 
counterforce to established clinical activities carried on in part 
by psychiatrists ideologically dissatisfied with the private 
practice model and, in part, through specious arrangements , under 
which agency and community counselling were carried on under the 
guise of treatment for individual patients. Government (has con- 
tinued) to control a third stream identified with community 
psychiatry, the community mental health clinics which are prom- 
inent in Nova Scotia, New Brunswick, Saskatchewan and British 
Columbia despite the remuneration being consistently about 
$10,000 per annum below comparable practice earnings." He points 
out that an obvious double standard in the private and salaried 
system exists. 


Training for psychiatry in Canada is “heavily weighted 
towards psychodynamics and psychotherapy and turning out a 
specialist oriented towards private office practice and general 
hospital psychiatry. Consulting is a matter of low prestige and 
no university department to date has developed either a course 
or a formal training program in consultation, in agency work, or 
in a community orientation". 


The most detailed picture of Canadian practice is provided 
by Hanley (18) who surveyed Ontario psychiatrists in 1970 and 
concluded: 


1. "An extensive shortage of psychiatrists exists. 


2. Psychiatrists, by defining the essential function of diagnosis 
and therapy as ‘medical acts' have curtailed the involvement 
of 'senior mental health' staff (clinical psychologists and 
social workers) in treatment. 


3. Yet psychotherapists do not perform any physical diagnosis, 
nor do they recognize their specialist medical training as 
a necessary prerequisite for psychotherapy practice. 


4. Though general physicians treat at least 85% of all psycho- 
neurotic conditions in their practice, psychiatrists feel 
that the quality of the treatment is uncertain because of 
limited professional time and lack of psychodynamic training. 


5. There is a new and unique professional role of psychotherapist 
which could be undertaken by those with basic training in 
medicine, psychiatry or social work. Non-medical therapists 
need to retain the legal safeguard and to work only with 
medically referred patients." 


Coates is doubtful about the future of community psychiatry. 
Because psychiatrists are so insecure within the medical profes- 
sion "the likelihood of reversing the trend and making psychi- 
atrists both more accessible and relevant to general health and 
social services is unlikely to be successful. The general trend 
towards a private practice referral system, particularly in the 
large urban centres has accentuated the demand for service, 
whereas the preventive pattern of a separate treatment system 
(largely in provincial government hands) of mental hospitals and 
mental health clinics created a severe constraint on availability. 
Nowhere has equilibrium been reached in these two provisional 
models and no attempt has been made to explore a system of disin- 
centives to hospitalization or specialized treatment." 


THE PRIMARY CARE SPECIALISTS 


The evidence from all sources about specialists who have 
a stake in primary care is similar: 


(i) The field is divided between general practitioners 
and specialists. General practitioners deal with 
most of the patients in rural areas, for specialists 
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(ii) 


(iii) 


(iv) 


(v) 


are located in the towns; there is a visible double 
standard because of the inequitable distribution 
of services; 


the specialists are obliged to compete with the 
general practitioners for primary care dollars 
because they could not live on referred work only, 
but the specialists are not trained for community 
service but for highly specialized consultancy 
work ; 


there are too many specialists in most of the 
specialties and sub-specialities for the consultancy 
or hospital work now available, and there is no 
manpower planning to help intending consultants to 
choose to train for specialties which are undermanned 


because the specialists are so uncertain of their 
roles they are retreating more and more into 
attitudes of medical professional dominance. Team- 
work or delegation to pediatric nurse practitioners 
or midwives in rural areas was hardly mentioned, and 
the discussions focussed as much upon medical pro- 
fessional rivalries as co-operation with other 
health professionals in community health centres 
despite the fact that these were specially 
commissioned papers; 


the high status activities seem to be associated 
with tertiary clinical consultations (referrals) 
or primary care consultations with upper-class 
patients rather than community consultancy 
activities. This may be due to payment arrange- 
ments or may, as Coates says, mean that agency 
or community consultancy is not regarded as 
carrying any prestige. 


| 


SUGGESTED REMEDIES 


Ae 
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One remedy that has sometimes been proposed to overcome these 
deficiencies is group practice. (In Britain, which) had a 
similar pattern in the mid-sixties, incentives were given to 
physicians who moved into offices together and engaged 
secretarial help. This resulted in most doctors grouping .*) 


Davidson (19) describes how well-managed group practices can 
legally manipulate the tax system to their advantage. Some 
physicians are much better at exploiting the system than 
others whose management is of "the cottage industry" type. 


Anderson and Crichton found that, among other things, groups 
could improve leisure through rota systems, could redistribute 
income in what they perceived to be a more equitable manner, 
could facilitate educational and research pursuits and prob- 
ably give a better quality of service (at least a different 
service) because of interprofessional interaction and informal 
consultation. 


But as Evans (20) points out, “grouping by itself will not 
necessarily improve physician productivity. Canada-wide it 
would be approximately equivalent to a one year 'physician- 
stock' increase. More radical changes in medical practice 
might increase productivity but the impact of such changes 
cannot be estimated now. Much would depend upon the particu- 
lar incentives used to motivate the physicians." 


Nurses and other health professionals are angry at the 
assumptions about all knowledge and power resting only in 

the medical profession and about what they see being done by 
doctors. They believe they could raise standards of care if 
community health centres were developed, for grouping of 
practices perpetuates the dominance of the physicians and does 
not open the service up to teamwork developments. 


A group in Britain is not necessarily a legal partnership 
but may be only a sharing of premises, secretarial and other 
support services. It may be an arrangement of the same 
nature as the Medical Arts Building arrangements in Canada. 
In Canada a group has been taken to mean a partnership of 
three or more physicians. 
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Neither group practice nor attempts at developing teamwork are 
likely to be successful unless the total health care system 
is changed. 


PHYSICIANS AND HOSPITALS 


The survey of the existing system began in the previous 
chapter with the hospitals, not only because they are the most 
expensive part of the Canadian health service, but also because 
they have provided one form of linkage between the individual 
physician entrepreneurs. Hospitals have been very important 
centres for the doctors. They have enabled physicians to meet 
regularly, frequently, locally and informally if they have hos- 
pital privileges and if they so wish. ‘Hospital privileges" is | 
an emotive concept for physicians in Canada. A large group of | 
immigrant physicians feel strongly about the exclusion of general 
practitioners from British hospitals. The lack of hospital | 
privileges for British general practitioners led to“their Lgo0- | 
lation, their failure to keep up to date with developments in 
medical care, and considerable dissatisfaction sometimes leading 
to emigration to Canada or Australia. They also want to be 
allowed to do minor surgery and specialty general practitioner 
work and they feel the need of hospital support to do this. 


Without having direct access to hospital beds, operating 
rooms, delivery rooms etc. and/or a satisfactory access to the 
referral system, Canadian practitioners are severely restricted. 
In the past good contacts with the referral system depended upon 
the informal relations developed in hospitals or through attending | 
association meetings. 


As well, Canadian patients have put great emphasis on the 
right to be treated in hospital when they are ill. | 


SUMMARY 


The market for physicians is a world market. The Colleges 
of Physicians and Surgeons in the Canadian provinces recognize this 
in their licensing arrangements. Some can afford to me more de- 
manding than others in setting examinations for immigrants. 
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About one-quarter to one-third of physicians are salaried. 
The rest are remunerated mainly from Medicare funds. Some have 
contracts of service with private employers or governments, and 


a few have private patients. Probably 90% or more of physicians ' 


incomes is from Medicare. 


The Medical Care Insurance authorities may also pay lab- 
oratories , optometrists, physiotherapists, chiropractors accord- 
ing to provincial regulations but these are minor payments com- 
pared with the amounts paid to physicians for services directly 
performed or supervised by them. 


Historically, Canada has had a single standard of medical 
care. Physicians encouraged the development of insurance programs 
so that patients could have equitable treatment both in and out 
of hospitals. 


There are disparities in the distribution of physicians 
both between provinces and within provinces. Doctors obviously 
do not wish to locate in communities remote from urban centres. 
Additional financial incentives for rural and northern areas have 
not attracted enough to correct disparities. However, the 
availability of physicians does not necessarily mean better health 
status for the population. 


Physicians are distributed in places where they think they 
can make a living and they will form groups if they think this 
will assist them to do so. There is a variety of forms of 
practice and physicians have to decide what is best for them, 
whether to work alone or with others, and as general practitioners 
or specialists. Not much is known about trends in co-operative 
working together or partnership practice. Some tables showing 
patterns in Western Canada are provided. 


Because physicians are remunerated as individuals, groups 
may form and break up quickly. Groups may offer both professional 
and personal support to their members. 


Six papers were commissioned on primary care. 


Primary care may be given by general practitioners (now 
usually called family physicians) or specialists. The role of 
the family physician is said to be primary diagnosis, treatment 
within his scope, supervision and co-ordination of specialist 
treatment, maintenance and expansion of health for members of his 
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practice, protection of specialists' expertise. Family medicine 
is concerned with personal continuing care and the team approach. 
Personal care is likely to be better if given by solo practition- 
ers, technical care better if given by group practitioners. In 
1968, 53% of Canadian physicians were in primary care and 11.5% 
of these had specialist qualifications in pediatrics or internal 
medicine. 


In rural Ontario, physicians are poorly organized and do 
not use much help. Group practice has been developing in some 
provinces but insufficient information has been collected to 
indicate trends. In any case groups may not improve the use of 
scarce resources without other forms of organization of work. 


Reports on the work of four groups of specialists - 
pediatricians, internists, obstetricians and psychiatrists - 
indicate that these specialists are not distributed in the dis- 
tricts where the need for them is greatest, nor are they able to 
act as consultants when this might be more useful than practicing 
as clinicians. In mental health, the work is divided between the 
psychiatrists financed from Medicare sources and those on Pro- 
vincial Mental Health Department payrolls. The trend is away 
from community psychiatry towards individual psychotherapy. The 
evidence about all four groups of specialists is similar: 


(a) there is uneven distribution of specialists who are 
usually located in large urban centres, 


(b) the specialists who are trained for tertiary care find 
that they have to compete with primary care physicians 
for dollars, 


(c) there are too many specialists in many specialties and 
no manpower advisory service to help them to make good 
choices , 


(d) the specialists are not geared to teamwork with other 
health professionals, 


(e) high status is not associated with community orientations 


but with tertiary care. 
Suggested remedies for these deficiencies have been (a) 


group practice, (b) teamwork. But neither is likely to be 
effective unless the total health care system is changed. 
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Physicians have a high regard for hospital privileges. 
There are several reasons for this: 


(a) it is an emotive concept for British immigrants , 
(b) it enables them to treat patients with proper support, 
(c) this support is a hidden subsidy to them, 


(d) hospitals are the centre of the medical professions ' 
communications and social network and it is in hospitals 
that the professional controls use of beds, admission, 
waiting lists, etc. 


Any attempt to exclude community clinic physicians from 
hospitals is very important symbolically, for hospitals are at 
the heart of the medical profession's activities. The priorities 
given to the use of hospitals by the profession is now causing 
some disquiet to the public and to provincial governments. 
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THE EXISTING SYSTEM: C: RESISTANCE TO CHANGE BY PHYSICIANS 
PAYMENT SYSTEMS AND PROFESSIONAL AUTONOMY 


There are two main bastions around which physicians' 
resistance to change is organized - Payment systems and 
professional discretion, 


Two commentators from Britain, Logan (1) and Pole(2) have 
drawn attention to the question of 'felt-fair' incomes for 
physicians. Pole points out that it is important to recognize 
that physicians expect not only to have direct incomes to cover 
office overheads and take home pay, but also subsidies. These 
may take the form of access to hospital facilities and support 
Services or, alternatively, if community care is to be made at- 
tractive, some other emoluments, such as secondment of public 
health nurses to their practices (as in the British health centre 
model). The struggle for hospital privileges is not only a 
struggle for access to one of the principal communication and 
status networks of physicians but also for hidden subsidies yy 
which are taken as a right by specialists. 


The so-called doctors' strike(4) in Saskatchewan in 1962 
led to a struggle within the medical profession about the granting 
or withholding of hospital privileges to the community clinic 
physicians who wished to develop new forms of practicing. This 
was the method by which the established profession could hit back 
at the innovators who were bringing in changes which they feared. 
The principal threat was ‘consumer involvement’. 


The Woods Commission 19635), which investigated the with- 
holding of privileges to some of the immigrant physicians practic- 
ing in community clinics made it clear that this was the principal 
issue in the quarrel between the physicians. It was thought that 
the community clinic physicians were being "told what to do" 
by their Boards, although these physicians themselves were most 
anxious to limit the relationship to that spelled out in the 
Saskatoon Agreement 1962, which had ended the Sire Kee (ONE ne 
the clinics, particularly, had real problems wLth, its Hea beh 
Services Association Board which had a large number of profes- 
sional members(6). These were people fairly well versed in the 
problems of health care organization (civil servants and univer - 
sity professors) but they seem to have been unable to understand 
the limits of their roles as Board members, 


Jat. 


What the established physicians were anxious to prevent was 
the access of the community clinic physicians into the heart of 
their social system. The importance of this 'closed' system to 
them has not been well explained. 


Powell(7) recalled his relationship (as Minister of Health) 
with the British medical profession in those terms: ‘''The 
unnerving discovery every Minister of Health makes at or near 
the outset of his term of office is that the only subject he is 
ever destined to discuss with the medical profession is money. 
Cynically, but unjustly, he may be tempted to assume that this is 
because money is the only thing the medical profession cares 
about. It is not so. What has happened, is that the national- 
ized service makes money the sole terminology of intercourse 
between professions and government." 


Glaser (8) an economist who has made an analysis of payment 
systems in 16 countries, quoting Powell, has said "But, of course, 
doctors are at least as deeply concerned with the substantive 
content of their work: that employment should yield more than 
instrumental returns is one of the essential characteristics of 
a profession... Because of the customary professional autonomy 
over the substance of the job and because of its supposedly 
esoteric nature, doctors make little effort to communicate know- 
ledge to the laity about the other things that interest and 
motivate them, and the medical administrators and the press 
hardly bother to learn and publicize these matters." It would 
seem that Glaser has really missed an important point. The 
concealed part of “the system is deliberately concealed; “£t "ie 
what being in the profession is all about: having access to the 
referral system, access to hospital privileges and to beds, to 
the use of operating theatres, to support staff paid by others. 
Powell, anxious to improve management in the British National 
Health Service, had little success because all kinds of irrele- 
vancies were used to baffle his intervention into traditional ways 
of doing things. 


By keeping information concealed within the professional 
group the physicians are able to retain legitimate control over 
an important part of the system. They can then apply their own 
rationale to the organization of priorities. On the surface this 
is an expert rationale used by a highly respected status group, 
but the public is getting more and more concerned about leaving 
it in their hands. 


Provincial Colleges and Associations find that they now 
have to work very closely with provincial governments. At the 
Same time, they wish to maintain optimal control over the organ- 
ization of the medical care delivery system but realize that 
they will have to make changes. Unfortunately, there is a ten- 
dency to wait for suggestions about change to come from the 
governments rather than from professional sources and even when 
they do come from within the profession they are often strongly 
resisted. The attempts to establish prepaid group practices in 
some parts of Ontario were met with considerable hostility, and 
the ostracism of the physicians who started the Saskatchewan 
community clinics is a matter of record. 


The Provincial Colleges and Associations do not seem to 
have wanted to or been able to come to grips with medical manpower 
distribution, or radical changes in payment systems. 


Little seems to have been achieved in getting medical 
manpower to locate in areas that need physicians. Manpower 
planning seems to fall between provincial government, medical 
professional groups, universities and immigration authorities. 
Ontario has made special efforts to find inducements for physicians 
to locate in rural areas and a special adviser (9) has been 
appointed to help physicians to set up practices outside the 
cities. Financial incentives are also offered to young physicians 
willing to work in the north for a period. 


Wilson (19) | who has had a long association with the British 
Columbia Medical Association, has described the attitudes of the 
doctors-in-association who are somewhat resistant to change in the 
present organization of health care delivery. They believe that 
they have been willing to make changes in the system of delivering 
care when the population has made its desires known (as in 
developing non-profit medical insurance programs before medicare). 
They believe that citizens in general are very satisfied with the 
present system of health care and the personal services of their 
doctors. They think that more government intervention is going 
to lead to more paperwork and more bureaucratic control over their 


activities. 


These views were also expressed by smith(l1l) in a paper 
written for the physicians! seminar. 


Blishen(12) examined the development of the ideology of 
Canadian physicians between 1953 and 1965. He points out that 
"As members of a profession, individuals perform specialized 
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roles in relation to clientele. In doing so they encounter certaij 
strains; these in part are resolved both verbally and symbolically 
by the reiteration of basic values or themes which shape the pro- 
fessional ideology." But the way in which the doctors visualize 
their roles and the way in which patients vary their role perfor- 
mance may create strains when their expectations do not coincide. 
Blishen analyzed the frequency of statements by physicians in- 
association during the period of his study and from these ranked 
their concerns in order as follows: Professional control, free- 
dom, responsibility, voluntary availability, voluntary partici- 
pation, universal availability. He concludes: "Despite the many 
strains and pressures facing a medical practitioner, the medical 
ideology provides him with enough support for him to carry out 

his professional responsibilities... For a physician the present 
content of medical education, the organization of the various form 
of practice and hospital activities, the degrée of control exer= 
cised by colleagues and the organized profession, and his 
relationship with third parties, all of which impose severe strain 
and create anxiety, are preferred to a different medical care 
system... There is a build-in resistance to change in the 
profession, particularly when the impetus for change comes from 
outside with the possibility of outside control of professional 
activities. The strength of the prevailing medical ideology may 
prove a serious obstacle to change in the organization of medical 
care." 


Klein(13) in a paper on accountability in the British 
National Health Service, points out that the ''NHS is the only 
example of... ‘worker's control' in any major industry, let 
alone a publicly financed service. Not only do the doctors contro 
the service at the point of delivery, i.e. deciding who is given 
what treatment, equally they - and increasingly also the nursing 
and other health professionals - are represented on boards of 
management and advisory committees. The problems of devising a 
system of public accountability in the NHS are therefore compound- 
ed by professional insistence on self-accountability, and atti- 
tudes epitomized by the British Medical Journal when it wrote: 
"There is complete agreement within the profession that the Health 
Service should be run by doctors and not by laymen - either social 
scientists or professional civil servants."(14) Accountability 
in the NHS should mean, I suggest, the acceptance of the respon- 
sibility publicly to explain and justify policies, to welcome 
rather than stifle discussions of priorities and objectives, and 
awareness and sensitivity to public needs, and finally a willing- 
ness to admit to and remedy errors. In short, the NHS should be a 


Boek 


open consumer-oriented organization instead of a closed syndicalist 
corportation." 


There is, of course, much of the same feeling in Canada. 
PHYSICIANS ' INCOMES 


A report of the Department of National Health and Welfare, 
1971 (15) gives the most recent information about earnings of pri- 
vately practicing physicians: ''The average gross professional 
earnings of fee-practicing physicians in 1969 were $46,328, which 
was 8.3% higher than in 1968 and 79.1% higher than in 1961. The 
highest average gross earnings in 1969 were reported in Alberta, 
at $52,383. In Ontario, Manitoba and Newfoundland they were 
above national average and in the remaining provinces, they ranged 
from $45,010 in Saskatchewan to $34,595 in the Yukon and Northwest 


hencieEornLes.- 


Generally, through the nine-year period 1961-69, average 
gross earnings have been at a higher level in Newfoundland, Ontario, 
and the western provinces than in Quebec and the Maritime provinces. 


The net returns to physicians, after deduction of the ex- 
penses of professional fee practice, reveal similar geographic 
patterns. Net earnings for Canada as a whole average $30,861 in 
1969, 7.9% higher than in 1968 and 87.4% above the 1961 figure. 
The highest provincial average net income was reported by New- 
foundland physicians at $37,817 followed by Ontario physicians at 
$33,903; the lowest average net income, $15,807, was reported in 
the Yukon and Northwest Territories .''* 


"There would appear to be no doubt that existing fee 
schedules influence patterns of medical practice - or at least 
patterns of medical billing," says Armstrong (16) , 


* In contrast, according to the information published by 
Statistics Canada, the average individual income in Canada 
was $4,710 and the average family income Steele rarbowMan we loR ws 


he 


j 
"The greatest criticism of the fee-for-service system seems. 
to relate to the incidence of surgery on the one hand and hospi- 
talization on the other, which tend to be higher in the U.S. and © 
Canada than, say, in the U.K., and in the U.S. rather lower under 
the Kaiser Permanente capitation system than under F.F.S. 
arrangements ."' 


Now, he believes, there is need for more fact finding in 
order to readjust the system to a new fair division of the money 
available. 


Armstrong continues: "To date there has been little hard 
data available as to the working life of the various types of 
practising physicians", but a preliminary study of 1969 income 
tax data has provided the following information: 


TABLE 8 - PHYSICIANS' INCOME - SPREAD OVER YEARS OF WORK 


Average Age of Average last Average Perio 
Type of Reaching Full Age in Full of Full 
Practice Earnings ' Range Earnings' Range Earning Power 
General 31 years 62 years 31 years 
Pediatrics 35 66 ot 
Internal medicine 34 60 26 
General surgery 36 58 Ze 


"... The tremendous increase in medical specialization 


since World War II has resulted in what is undoubtedly a situa- 
tion of relative over-supply of certain specialties - at least 

in many metropolitan areas and probably nationally as well. Cynics 
(non-surgeons) have said that the incidence of surgery parallels 
the incidence of surgeons... Within Canada there is a wide 
variation among provinces in the ratio of surgeons per capita and 
surgical rates per 1,000 beneficiaries also vary - but the varia- 
tion seems to at least equally parallel the availability of short- 
term beds as the availability of surgeons..." 


Arms trong goes on to argue: "An urgent reassessment of 
the specialty requirement ratios recommended some years ago by 
the Royal College, of the number of approved residencies sup- 
ported by public funds and of the immigration policies relating 
to physicians is required ."** 


Some attempts have been made by the Health Resources Branch 
of the Department of National Health and Welfare and the Royal 
College to explore the question of the mix of physicians in the 
provinces, but we have not had access to the findings. There 
seems to be no doubt, however, that adequate services could be 
provided by far fewer physicians , especially if more of them were 
general practitioners and better distributed. 


Greenhill (17) believes that: "The total available health 
personnel (i.e. doctors and nurses) is more than adequate by in- 
ternational standards and in comparison with countries of similar 
economic and technological status... The status ‘mix' of the 
health professions appears unnecessarily ‘high priced' in type 
for Canada's present and future health needs." 


Logan et al (18) produced comparative histograms of the mix 
of different kinds of health professionals in different countries 
for the international study. The first four items in Chart 7 
show the position in the study areas in three western provinces 
of Canada. (The Saskatchewan study area included the university 
town, the other three were rural areas. This would account foe 
some discrepancies.) 


"It is tempting to conclude that any relation between in- 
vestment in manpower and use of health services is Frortul tous, 
(but) more work (needs to be) done (on) the appropriateness with 
Which different manpower skills are deployed. To what extent is 
each skill under - or overused? In the absence of this dimension, 
most manpower planning is an extrapolation of existing national 
trends. Similarly, the important question of the relationship 
hetween investment in manpower and investment in capital equip- 
ment needs consideration." 


+ 
at 
* 


Armstrong discusses at some length, the high cost of invest- 
ment in training (said to be $71,000 for a g.p. and $125,000 

for a specialist) and Canadian savings on training costs through 
encouragement of health professionals' immigration. 
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The main questions, then, are how to develop better infor- 
mation collection and how to devise incentives or disincentives 
to correct the present imbalances. 


PRINCIPLES IN DETERMINATION OF LEVELS AND METHODS OF PAYMENT 


Glaser (8) has reviewed systems of paying doctors in 16 
countries (but not Canada). His overview of doctors! attitudes 
to payment may be helpful in understanding why they are not 
anxious for any changes in the fee-for-service system. 


"Professionals usually believe they are underpaid and make 
ceaseless demands for better pay, more social recognition, and 
better facilities. Partly this results from the belief of each 
profession that the problems it specializes in solving are par- 
ticularly threatening to society, and that society must be eager 
for salvation at any cost. The scope of these demands results 
partly from a belief that the government could easily raise all 
the necessary money by its taxing powers and by budgetary real- 
locations." 


How may an efficient system be designed? Glaser says that 
procedures for determining and distributing pay are symbolically 
Significant - as important as the amount of money. "Procedures 
must satisfy any profession's distinctive concern with sharing 
in all managerial decisions and reserving all clinical decisions 
to itself. Adequate financial rewards must be combined with 
satisfying technical working conditions and with the personal 
appreciation of patients. Therefore once the procedures and 
levels of payment suffice and if the non-pecuniary rewards are 
protected, doctors will adjust to any system of compensation. In 
practice the most familiar system usually arouses the least 
Beotest,”’ 


"The purpose of medical pay is to motivate maximum effort 
from the proper physician wherever necessary. Leaders of the 
profession in every country try to spread and perfect whatever 
payment methods will service clinical goals and will please their 
members. They resist procedures that might cause doctors to 
Stint, strike, or flee. If doctors in sufficient number and with 
enough heat claim the methods and levels of pay are depriving 
them of motivation and resources, enough laymen will worry about 
maintenance of care to bring about major concessions. 


"Most payment systems in public care schemes are simply 
those inherited from prior practice, since the doctors would be 
disturbed by changes. Most payment procedures under ‘socialized 
medicine' are simply more bureaucratized versions of the methods 
that were used and often even invented ne the doctors under 
earlier pe nvenee practice. The 'foreign' methods denounced by one 
country's doctors usually are customarily accepted by the medical 
profession somewhere else. Some methods of medical payment that — 
are denounced in some countries, such as salaried employment in | 
organizations , may be welcomed elsewhere as preferable to risky 
conditions in the free market. 


"After prolonged periods of financial imbalance or in- 
equalities in the provision of medical care, governments may 
impose new systems of payment. These changes are rarely as sud- 
den as they appear, nor are they invented by laymen. Usually 
the plans were discussed long before and were shelved because the 
government lacked a firm majority willing to override the medical 
association. Usually the original plans were devised by commit- | 
tees including some doctors, and they were supported by a faction 
within the medical proleasion. Even the most authoritarian | 
decrees customarily contain some modifications that would please © 
the medical profession, since the government is anxious about 
any interruption of medical service for which it will be blamed. 
Usually the significance of an authoritarian solution is to dem- | 
onstrate to the medical profession that some system of rules, 
price ceilings, and orderly budgeting is unavoidable. The precise 
administrative procedures usually are left to negotiation between 
the medical association and the public authorities. Once agree- | 
ments are made and doctors accept the system in practice, members. 
of the professions are assigned to administer it, with the laymen 
relegated to budgetary review. 


"Therefore, authoritarian and evolutionary solutions ulti-. 
mately end at the same point. Lest medical services be upset and 
lest they be blamed, the government and sick funds create an 
administrative structure and system of medical pay that is accept- 
able to the medical profession. Elaborate concessions are made 
to the profession's demands for autonomy, resources and incentives 
sufficient for future recruitment. Standing consultative mecha- 
nisms are created. Shortages of money and malfunctions touch off 
occasional disputes, sometimes punctuated by extravagant rhetoric 
and strike threats, but almost invariably the doctors obtain 


concessions in money and procedure. Since money is limited, 
doctors rarely get paid as well as they would like, but usually 
they gain more from the public authorities than does any other 
private group. 


"Certain administrative remedies might moderate these 
demands. First, the medical profession needs to be informed 
better about where it actually stands in the nation's income and 
prestige structure... Medicine ranks very high in salary and 
prestige in all countries; where its living standards fall below 
those of doctors in other countries, the reason is poverty in 
the home country, but doctors usually rank much higher than their 
fellow citizens. Doctors think they earn less than they do. 


"A second remedy is to reorganize the confrontation system." 


"There is resistance to the idea that a fee-for-service 
System should be discontinued", says Glaser, but he thinks that 
the resisters are often ill-informed about the effects of this 
discontinuation because theories of wage determination - whether 
in a market or political economy - "list certain variables that 
might predict a favourable position for doctors in income and 
social prestige as medical care becomes more extensively organized. 
These determining variables are: the occupation's functional 
importance to the survival and work of the rest of the economy ; 
the amount of skill, responsibility, and preparatory education; 
the scarcity of the required skills in the economy relative to 
the public's effective demand; the occupation's ingroup controls 
Over the supply of manpower and over price competition; deference 
by the rest of the population; and influence with decision-makers. 
The income and status of the medical profession should decline 
only if the introduction or expansion of a national medical care 
System is associated with the profession's decline on these 
determining variables." 


ALTERNATIVES TO FEE-FOR-SERVICE 


What are the advantages of fee-for-service, salary and 
capitation payment systems? Describing fee-for-service, Glaser 


says: 


"How it works in practice depends upon the prosperity and 
ethics of the medical profession... If a country has a high 
national income and effective taxation capable of supporting 
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generous health insurance fees, doctors' incomes may be high ... 
Regular consultation between the medical association and the 
public agency are essential to morale and peace. Regional 
machinery to review rates is necessary to modernize them as the 
incomes of the doctors' social peers rise. 


"Fee-for-service systems have common characteristics: 
better paid procedures will be more commonly practiced than poor- 
ly paid. There is need for constant review of prices against 
procedures which may become simplified. Failure to pay properly 
may lead to underdevelopment of some specialties and over- 
development of others. It benefits surgical specialties more | 
because they can more easily be itemized and priced. Low fees 
do not inevitably produce low incomes if each doctor can have 
many patients and do many tasks... 


"Tf the patient pays nothing neither he nor the doctor 
will thereby be deterred from medically unnecessary work that 
gives the doctor extra income and gives the patient the feeling 
that the money he paid in taxes is not wasted.'"' To some extent 
controls may be built in to discourage unnecessary work but this 
may discourage justified long-term care. Effective and accept- 
able administrative controls over venal multiplicity of procedures 
requires the cooperation of the medical association. 


"Under fee-for-service the doctor's income depends on 
whatever problems patients present to him. Usually patients are 
not bound to one particular doctor. Therefore, compared to 
other payment systems, doctors more often must cater to patients." 


Alternatives are salaries and capitation systems. 


"The possible advantages and weaknesses of salary depend on 
the traditions and medical organization of the country: salaries 
can be associated with excellence or with weakness. Hasty care, 
few home visits, excessive referrals, and other defects occur in 
some countries but not in others. Certain desirable results - 
such as non-mercenary attitudes, close colleague relations, in- 
terest in personal professional growth, economical care, etc. 
are certainly not universal in all countries with salaried medicine 
but cross-national variations exist as a result of tradition, the | 
attitudes of the medical association, the organization of the sys- 
tem, the relation of doctors to resources, and so on. The mixture 
of part-time salaried practice and part-time private fee-for- 
service practice can generate serious administrative and ethical 
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problems that would not exist under any payment system covering 
the full working day. Probably all salaried practice has the 
virtue of greater administrative simplicity than fee-for-service 
and capitation systems. As a general rule, salaried systems do 
not encourage unnecessary treatment or medically unjustified 
multiplication of procedures, but the latter is possible in a 
few systems when doctors earn overtime or can select the amount 
of salaried work time. 


"Since salaries are fixed and publicly known, they invite 
invidious comparisons between medicine and other occupations, and 
doctors' pay may become controversial: doctors may press to 
equal or surpass other salaried occupations; lower ranking doc- 
tors may grumble about the better paid; other salaried occupations 
may complain that their common employer (such as the hospital or 
the government) favors doctors unduly. Salaried systems easily 
become targets for discontent. 


"Some salary structures are delicately attuned to encourage 
movements of doctors into certain jobs and regions, and to dis- 
courage other career choices. These incentives succeed if they 
coincide with other rewards and professional values. By them- 
selves, the monetary incentives may not be enough to compensate 
for undesirable features of jobs and regions. In practice, very 
large differentials usually are not provided to attract doctors 
into less popular assignments, because of the need to preserve a 
rank hierarchy in pay. For example, most countries are short of 
doctors in rural areas, because few salaried Systems violate the 
rank principle to the extent of placing rural general practitioners 
higher than most specialists... | 


"Apparently gross neglect of patients does no occur in any 
of the countries that have used capitation systems. Certain 
important countervailing forces protect the patient, such as the 
individual doctor's ethical conscience, the medical profession's 
group opinion condemning dereliction of duty, and the danger of 
official complaints and lawsuits. But capitation results in ex- 
cessive transfers to services outside the G.P.'s panel practice. 
For example, the G.P. may refer the time-consuming patient to 
another organization, particularly the out-patient department of 
the hospital, unless effective administrative deterrents Crist. 


"Because of their standardized character, simple capitation 
fees provide no pecuniary motives for more effort or fori workin 
better quality. 


"Capitation tends to reinforce the distinction between 
G.P. and specialists by depriving each of the financial motives 
to perform the other's procedures. It survives best where the 
evolution of medical practice and the aspirations of doctors do 
not blur the difference. Under pressure from the medical pro- 
fession, some national schemes have incorporated supplements to 
stimulate better work or to mollify the discontented, but such 
revisions illustrate the world-wide trend away from simple 
capitation." 


CHANGES WHICH HAVE ALREADY TAKEN PLACE 


Governments are beginning to give indications about the 
limits of their purses and are negotiating toughly with provincial 
medical associations about cost of living increments to be added 
to the payment schedules. 


Provincial medical associations are adjusting the rates for 
various fee schedule items between specialists and general prac- 
titionersand have increased the rates for general practitioners. 


Anderson and Crichton discovered that the multi-specialty 
groups in Saskatchewan had developed their own schemes for re- 
distributing the earnings of the group to partners and salaried 
assistants. The business managers were not anxious to discuss 
the criteria they used for this redistribution, and the reasons 
for this are not clear. As the business managers pointed out, 
medical groups have no legal status. Were they afraid that they 
would be accused of unethical fee splitting? Were they afraid of 
revealing their business affairs to rivals? Especially in sec- 
ondary referral centres, these groups were particularly conscious 
of the interdependence of the general practitioners and specialists 
(which had been the reason for forming a group in the first place) 
and had worked out incentive systems which gave recognition to 
their joint interests in referral patterns. The business managers 
were asking that their groups should be recognized as corporate 
bodies for the purposes of negotiations and taxation. 


A few established group health centres have been able to 
negotiate global budgets with their provincial governments either 
from medicare funds based on capitation or from hospital insurance 
funds based on previous annual income-expenditure accounts. 


These community clinics have demonstrated that their special 
concern is to keep patients out of hospital and they employ 
considerable numbers of support staff to assist them in attaining 
this objective. 


The per diem rates or global budgets of hospitals have often 
permitted physicians to get hidden subsidies. Anderson and 
Crichton found that in Saskatchewan the doctors in group practices 
(and particularly the specialists) were expected by their group 
not only to make use of the hospital's resources to the maximum 
extent congruent with the objectives of the group, but also to 
push the hospital in the direction of their group's interest. 

This was much easier to do, of course, in rural municipalities 
where there was no competition outside the group for the use of 

a particular hospital and where the hospital administrator was 
co-operative. What was interesting was the lack of communication 
between the groups' business managers and the local hospital 
administrators. 


PHYSICIANS AS ENTREPRENEURS 


One very important fact which the Community Health Centre 
Project was unable to find out much about was the overall financial 
position of physicians. 


Ruderman (19) abEcempted to discover [rom clinic. eroups., fom 
associations of clinics and associations of clinic managers the 
levels of income and expenditure of physicians, but without suc- 
cess. Davidson(20) too made little headway with his enquiries. 
Copeman(9) has described the financial failures of some of the 
rural physicians who died and others who could not manage to 
retire because of their possessions being in an unsaleable equity. 


The Project team was left with an impression, which may be 
totally false, that physicians would like to separate their 
earned income from their investment income. They would like to 
find methods of financing office accommodations and equipment 
other than putting in their own capital or taking out loans. This 
does not mean that some would not wish to invest in laboratories, 
pharmacies or other remunerative sectors of the health care in- 
dustry, but they do not see why they should be expected to invest 
their capital in outlying offices as well as being asked to give 
service there. 


Another impression was created that physicians are more 
interested in becoming salaried than they were in the past, 
particularly if salaries carry fringe benefits with them. There 
are attractions in having contracts of service with large orga- 
nizations which can offer pensions, paid holidays, paid locums, 
educational expenses, and other advantages. The immediate income 
is less important to some than the income spread over time and 
continuing into old age. 


PEER REVIEW AND SUPERVISION 


li Asai Scussion OL quality control, Hall (21) says that only 
two mechanisms have proved effective: "One of these is peer 
review and the other the appointed supervisor! 


"Peer review is essentially quality control by those who 
are involved in providing the same sort of service. It requires 
that the worker submit his work patterns to the scrutiny of his 
fellows, and that he respond positively to their assessment of his 
work. It also requires, of course, that he also act as judge of 
those who sit in judgment on him, to play the role that they also 
play. Where peer review functions satisfactorily it is of course 
not restricted to a posteriori assessments of the work of the 
health practitioners. Indeed, its most important function may 
be of an anticipatory sort, in the sense that workers make use of 
the judgment and expertise of their colleagues even before they 
venture on to a task, and also while the task is underway. In 
this manner peer review can be a formidably powerful device to 
safeguard and improve the quality of service provided. Moreover 
the control is put to work where it can be most effective, in 
the sense that it is internalized continually by those who expose 
themselves to such control." 


"By contrast, quality control through supervision is a 
clumsy and relatively one-sided sort of arrangement. It is widely 
used in hospitals where the chief of service and the "head" nurse, 
for example, have delegated to them the responsibility to maintain 
specified standards of service. It is their responsibility to 
formulate the standards and to devise mechanisms for achieving 
such standards. To do this, they may act essentially as a 
policing force with power to exact penalties where standards are 
sacrificed; on the other hand they may devise schemes much like 
those of peer review in which the workers internalize the standards 
and which in effect become self-regulating. 
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“Both of the systems discussed above, however, can operate 
only where there are several workers involved in the specific 
service. Neither of them can be used to control the quality of 
service of the solo practitioners," 


The method of quality control in the past was the audit of 
work of physicians in the hospitals for the purpose of accredit- 
ation. All other hospital staff are Supervised. Now that more 
services are being delivered by groups outside hospital, quality 
control mechanisms need to be reviewed. And consumers are be- 
ginning to distinguish between medical treatment and health care. 
It is quite possible that a nutritionist will have a greater con- 
tribution to make to poverty areas than a physician. In certain 
circumstances non-professionals have been more successful in 
treating than have professionals. Consequently, the membership 
of the group of peers is open to challenge. Peer review has to 
be reconsidered - what are appropriate decisions to be reviewed 
by physicians alone, physicians with other professionals and 
professionals with 'laymen'? And how should these review processes 
be conducted? These matters will be discussed in a later chapter. 


SUMMARY 


There are two main bastions around which physicians ' re- 
sistance to change is organized: payment systems and professional 
discretion. 


Physicians expect subsidies, e.e¢7 hospital. facilitetes Sto. be 
provided for their work or support services such as seconded public 
health nurses. Hospital privileges are thus, more than a status 
symbol, they may help to reduce expenses. 


Physicians fear change though they realize it must come , 
and because of their resistances they do not usually initiate new 
ideas themselves as a professional group but respond instead to 
government initiatives. Innovators within the profession tend 
to meet with hostility. In general physicians think that the 
existing system is good and that changes (and increased govern- 
ment intervention) will lead to more bureaucratic control and red 
Eape™ 


Blishen has argued that professional ideologies protect 
against strain. Canadian physicians' ideology is concerned with 
professional control, freedom, quality of medical care, public 
responsibility, privacy, personal responsibility, voluntary 
participation, universal availability. 


f meee OF 


In Britain, the National Health Service is the only exampl:é 
of workers ' control in any major industry. Klein calls it a closé 
syndicalist corporation and thinks it should become an open con- 
sumer oriented organization. There is now sufficient experience 
in distinguishing between qualities of procedures attending a 
decision (efficiency) and discretionary decisions (effectiveness) 
But consumers need to be shown what standards to apply to effi- 
ciency. Presently these are not at all clear. 


The earnings (gross and net) of physicians are reviewed. 
There is no doubt that existing fee schedules influence patterns 
of medical practice. There is a high level of hospitalization 
and of surgical procedures in Canada. 


All physicians have profited by government intervention 
but some more than others. The Canadian fee schedules have been 
thrown out of gear by the introduction of Medicare and need to 
be readjusted. More facts are necessary for the Associations to 
plan these adjustments. 


More needs to be found out and communicated to physicians 
and the public about physicians earnings spread over time. More 
needs to be found out and communicated about specialization. Some 
work is being done on specialist/general practitioner mixes. But 
the World Health Organization/International Collaborative Study 
of Medical Care Utilization study also raises questions of 
physician/other health professionals mix. 


When information has been collected and disseminated, 
incentives and disincentives to different forms of practice need 
to be developed. 


Glaser has analyzed various payment systems and physicians 
reasons for resistance to change throughout the world. He says 
that physicians do not realize that under general principles of 
wage determination they are always likely to be well remunerated 
because they are regarded as having an important contribution to 
make to society. Doctors will resist change and governments find 
it easier to stick with existing systems. There are certain ad- 
ministrative remedies for discontent: (a) better information to 
doctors and public about incomes, (b) reorganization of the con- 
frontation system. All systems or remuneration, whether fee-for- 
service, salary or capitation have advantages and disadvantages. 
These are listed. 


How all systems work in practice depend upon both the pros- 


perity and ethics of medical professionals. Fee-for-service has 
need for constant readjustment of prices)... 1G benefits surei cal 
specialties more since they can be more easily itemized. It may 


lead to unnecessary treatment procedures because doctors want 
good incomes and prepaying patients want their money's worth. 
Doctors must cater to patients more than under other system. 


Salaries may be associated with excellence or weakness. 
Salaried systems easily become targets for discontent both for 
doctors and public. Salary structures may be attuned to eet 
doctors to do less well-liked jobs but if so this financial 
incentive system will conflict with the status hierarchy in the 
medical profession of specialists and general practitioners. A 
mix of salaries and fee-for-service creates administration and 
ethical problems. 


Capitation systems seem to have built in ethical safeguards 
and patients do not seem to be neglected. But these systems may 
result in excessive transfer from the panel practices of general 
practitioners to other physicians (e.g. hospital out-patient 
service) unless administrative deterrents exist. There are no 
incentives in capitation for more effort or work of better quality. 
This system tends to reinforce the distinction between general 
Practitioners and specialists, unless they can work together under 
the same practice organization. 


Some changes have already taken place. Negotiations 
between provincial governments and medical associations are getting 
tougher. Within provincial medical associations considerable 
adjustment of fees between specialists and general practitioners 
EXiSts,, Multi-specialty groups in Saskatchewan have developed 
their own income redistribution systems. Global budgets have been 
negotiated by some health centres. 


Little was found out about the entrepreneurial activities 
of physicians but there are indications that they do not wish to 
invest in practice premises in outlying areas and that some might 
like to have salaries and good fringe benefits. Quality control 
mechanisms over professional effectiveness are peer review or 
Supervision. Peer review is more satisfactory than supervision 


because it is anticipatory, it is reciprocal, and it becomes in- 
ternalized. Where there is only one representative of a profes- 
sion there cannot be peer review. There may need to be super- 
vision by a clinic administrator. Supervision is clumsy and 
one-sided unless the workers internalize the standards and become 
self-regulating. 


The process of peer review as it now exists has to be 
reconsidered. 
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THE EXISTING SYSTEM D: 


OTHER GOVERNMENT FINANCED 
SERVICES AND THE PRIVATE SECTOR 


THE PUBLIC HEALTH AND MENTAL HEALTH SERVICES 


The Canadian Public Health Association listed 31 public 
health services in 1971. (1) 


CHART 8 - CANADIAN PUBLIC HEALTH SERVICES, 1971 


Maternal 

Infant 

Preschool 

School 

Home Care 

Communicable Disease 
Control 

Rheumatic Fever Program 

Poison Control Program 

Accident Prevention 

Ve) a keooram 

T.B. Program 

Special Needs Areas 

Cancer Control 

Chronic Disease 

Rehabilitation 

Screening Programs 


These 31 services may be collapsed into eight main categories: 


ve 
LS: 
Sk § 
MASTS 
Pats 
ilies 


Genetic Counselling 

Selective Family Planning 

Dental Services 

Nutrition Services 

Emergency Health Services 

Handicapped and "At Risk" 
Registries 

Laboratory Services 

Mental Health 

Occupational Health 

Speech Therapy 

Biostatistics 

Health Education 


Sanitation and Environmental 


Control 
Voluntary Health Agencies 
Health Centre Construction 
Other Considerations 


(a) sanitation, environmental control and communicable 


disease control; 


(b) accident prevention (including poison control); 


(c) health education services and screening programs; - 
family health education, school health programs. 


(d) rehabilitation and chronic care programs; 


(e) epidemiological surveys and bio-statistical data collec- 
LOM 


(£) laboratory services and cocupational health services; 
(g) mental health services; 
(h) health centre construction. 


The function of the provincial and municipal public health 
units has not been to diagnose and treat patients, except for 
those with communicable disease, mental illness, or, in the case 
of children, dental problems. Instead the emphasis has been on 
health education, case finding, family advice. In some rural 
areas they have also provided home nursing and home care services, 
which are given by the V.O.N. elsewhere. 


Many public health nurses believe that they could provide 
the primary health care services of surveillance, maintenance and 
restoration, referring only complex cases to physicians, (2) 

Nurses have taken responsibility of this kind in northern and 
eastern outpost communities particularly when they have been giver 
additional training in diagnosing and in midwifery. 


The Canadian public health nurses do not consider that, at 
present, they are being well used in the metropolitan areas where 
they may come into conflict with private physicians if they offer 
a thorough service to mothers and babies. They have often found 
it easier to work through the schools than directly with families. 


The nurses have begun to press for opportunities to be 
opened to them in community health care services beyond those now 
available.(3) A number of demonstration projects have shown that 
they can be used in ‘expanded roles'(4) and training programs have 
been started. 


The future of public health nursing seems to lie in their 
enrolment as members of fully integrated community health teams. 
But what of other public health officers - physicians, sanitarians 
etc.? The proposal of a study group in Quebec(5) is that the 
local public health units should be moved over as a whole into 
the second tier level of the proposed new system of community 
health centres, to the secondary referral centres and they 
would work out from there. The service would not be contracted 
but expanded by 30 doctors and 200 nurses from its present size. 
In Britain, it is planned that the public health nurses (health 
visitors) should be seconded from the employment of local governme 
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authorities to the health centres to work with family prac- 
titioners. Both of these are possible models for Canada, but 

it may be even better if some method of including them in the 
direct staffing of a community health centre is also considered. 


Coates (6) suggests that "all existing mental health planning 
in Canada has begun by focussing on the most overt and pressing 
need, namely for mental hospitalization, and has in successive 
order introduced general hospital use, prepaid psychiatric ser- 
vices, and only now begins to engage with community services and 
community planning gaps'. The failures of psychiatrists to 
develop community mental health were discussed in a previous chap- 
ter. Presently, the provincial community mental health systems 
tend to be undermined by the existence of the fee-for-service 
funding of the rest of psychiatric services. 


The links between provincial public health and mental 
health services and between them and private practitioners are 
not close, possibly because the physicians do not meet in hospital 
eorrridors) or other informal work situations. The fee-for- 
service physicians seem to be threatened by developments in 
public health or VON nursing, fearing they may lose patients. 


REHABILITATION SERVICES: HALF PUBLIC: HALF PRIVATE 


Although rehabilitation and chronic care programs appear 
on the list of public health services, they seem to be a 
neglected sector of the health care system. 


Some provinces have developed a small department to deal 
with rehabilitation matters which may include a register of 
disabled persons, funds to pay for prostheses or for other 
special needs (B.C. has an extensive support service for patients 
with chronic renal failure), or they may provide consultant 
Services in physiotherapy, etc. But much of the rehabilitation 
sector has been left to be dealt with by volunteer agencies or 
by demonstration projects. Many voluntary agencies which have 
been successful at raising money in the past are finding it 
difficult to continue to cope with inflationary costs. As well, 
voluntary organizations may be better at starting new activities 
than continuing to run well-established projects - pioneers get 
tired and their successors may not have the same flair. 


ie) 


Home care services are in the rehabilitation sector. (7) 
These provide an example of the variety of models which one type 
of program can offer. There seems to be very little general 
agreement on what a home care service should offer - some are 
strictly home nursing services, others provide a complete reha- 
bilitation service of nurses, social workers, physiotherapists, 
homemakers, etc. The present arrangements seem to be arbitrary, 
the services have not been compared or evaluated. Some are 
extensions of public health departments, some are sponsored by 
mental health, some work out of hospitals. 


The present arrangements for rehabilitation were not 
explored in any comprehensive way by the Project staff, possibly 
because there is no one agency at provincial level which is re- 
sponsiblefor dealing with extended and chronic care, and no major 
publicly funded program which has rehabilitation as its main 
task. This is a very confused sector of the health care system. 


Yet at the same time, this is the sector where volunteers 
have been most involved. There are many lessons to be learned 
about good use of manpower, and in general, tight financing - 
how to give a lot of service on a small budget. 


In most provinces there is a proliferation of voluntary 
agencies concerned with health and welfare. In the past they 
tended to be sponsored by upper middle-class subscribers and many 
sought financial and moral support from the United Appeal. (8) 
Others preferred to make their own appeals to the public. Now, 
however, some subscribers are beginning to ask questions about 
the necessity for paying taxes for health care and giving donations 
at the same time so that income for the funds has not risen as 
quickly as have costs. In general, however, this sector of 
activity is poorly organized for getting money compared with the 
medical and hospital associations. The case studies commissioned 
by the Community Health Centre Project (summarized by New (9) 
demonstrate that it is difficult to get funding for innovative 
programs from sources other than National Health Grants or by 
mounting a very exciting public appeal and this is not easy to 
achieve. 


The CELDIC Report (1970) provided a clearly stated set of 
objectives for those voluntary agencies concerned with the re- 
habilitation of children. The agencies have not yet had enough 
time to bring sufficient pressure to bear on the provincial 
governments to attain their objectives. 
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INSTITUTIONS ASSISTED BY HEALTH RESOURCES FUNDS 


The health resources funds are now nearly exhausted. They 
were made available to teaching institutions at a time when there 
was thought to be a shortage of skilled health professionals. 
Partly as a result of the health resources funds the shortages 
do not now appear to be so acute. At the present time attempts 
are being made to calculate the skills available and how they 
must be modified to meet future needs. 


CATEGORY SERVICES 


Statistics Canada (11) reports that other publicly financed 
category programs are gradually being phased out and integrated 
into other health or welfare programs, in the form of grant 
programs as described in Chapter 4. 


THE PRIVATE SECTOR 


FUNDING 


Medicare is, of course, financed quite largely from insur- 
ance premiums. It has been described as a public service because 
it is non-profit and has major contributions from the federal and 
provincial governments. The amount contributed by the three 
parties varies from one province to another but insurance payments 
make up about one-third. 


Questions have been raised about the scope of the payments 
made by the insured group, whether contributions should be in- 
creased, or whether the present nominal charges made for services 
by some provincial authorities should be increased. The federal 
Minister of Health has indicated that the debate on deterred fees 
is not over. In Saskatchewan when a ‘utilization' fee was imposed 
by the government, the community clinics developed a prepaid 
nutual insurance scheme for their members to cover the costs of 
consultations with physicians which they would otherwise have had 
EO meet. 


There are two main ways in which the public has sought 
solutions to the problems of finding the money to pay for other 
health care services when needed, apart from drawing on personal 
savings or seeking welfare aid - the first is to seek coverage 
from private indemnity plans, the second to seek fringe benefits 
from employers who will then negotiate with an insurance agency 
for coverage. The indemnity plans may be specific or general - 
one may insure against the need for dental care or for drugs, 
or for payments to cover all additional expenses of illness. 


The indemnity and fringe benefit programs appear to have 
increased the demands for service by patients who are anxious "to 
get their money's worth". The profit or non-profit insuring 
agencies do not seem to have considered their effect upon supply 
and demand for professional services* nor are the schemes very 
sophisticated in their financial calculations. (2 


At one time, the federal government seems to have been 
interested in the concept of denticare and the possibility of 
subsidizing or providing free prescription drugs. However, the 
experience with Medicare and the movement away from providing 
category services seems to make these programs less likely to be 
implemented in the immediate future. 


DENTISTRY 


MacFarlane and Reid(13) have shown how the organization of 
dental practice is still very rudimentary and has not changed 
greatly in the last 10 years. Although "there is general con- 
sensus among dental practitioners and others in Canada that the 
profession at the present time is able to provide about one- 
third of the total dental treatment service required", the dental 
profession seems to have been unable or unwilling to change the 
present patterns of dental practice. Such changes as have been 
brought about "have been the result of initiative on the part of 
provincial public health authorities in association with the 
Canada Department of National Health and Welfare and on the part 


* The dentists do not seem to have been able to respond to the 
increased demand with new forms of organization to increase 
the supply of care. 


of some members of occupations outside the formal control of the 
dental profession. It is not without interest that an’ both 
these cases the new provisions for dental health care delivery 
service were associated with the expansion of permissible duties 
of the sub-professional and non-professional members of the 
dental health team", (14) 


The Canadian Dental Association proposed to the Hall 
Commission(15) "that an age-incremental children's dental program 
should receive priority when and if a tax supported dental care 
program becomes a fact in Canada. In general, this has been 
accepted because of the profession's apparent inability to meet 
the predicted demands of a free, tax supported, universal dental 
care program (''denticare"). 


McFarlane and Reid go on to say: "The members of most 
Occupations and professions in the face of organizational, tech- 
Bical’ technological, social, knowledge and other change tend to 
favour the traditional mode of performing their occupational duties. 
That the dental profession in Canada seems to have resisted 
pressure to change its traditional mode of practice ‘should occasion 
no surprise. There are many reasons for this stance on the part 
of the members of occupational groups but two of the most important 
factors which seem to contribute to it are (i) the motivations... 
for entering and continuing in a particular occupation and pro- 
fession; and (ii) the auspices and environment under which the 
occupational and professional skills were acquired". It is 
Suggested that dentists are not only a self-selected homogeneous 
group of professionals who like to work in "independent" isolation 
using their manual skills, but that they are also ‘trained an 
university to take a negative approach to any change in the present 
System. 


PHARMACY 


Torrance (16) (a sociologist) has examined the role of the 
drug manufacturers and retailers in the present health, care 
system: ''.,.. the ethical drug manufacturers have had, and con- 
-inue to have, an enormous influence on the health system. On 
she positive side, one need only cite the radical changes in 
1orbidity and mortality over the last 50 years due to the appear- 
Ince of effective new drugs. Because of their contributions, the 


the pharmaceutical industry has become a pillar of the medical 
establishment, a heavy supporter of professional activities, and 
an influential voice in professional and scientific aifaines 
However, the situation has less positive features... the ethical 
drug industry has a strong vested interest in preserving the 
status quo in regard to the organization of Canada's health 
service. ... At the moment, much of the industry's high profit- 
ability is founded on the isolation and susceptibility of medical 
practitioners, and the fragmentation of pharmacy services into 
small inefficient units. The doctors are the targets of a vast 
promotional enterprise urging them to use drugs heavily and to 
prescribe the expensive, brand-name products into the bargain. 
There is much to suggest that this bombardment, along with factors 
such as defective medical education and controls, leads to a great 
deal of irrational and unnecessary prescribing and is inordinately 
costly. At the moment, although it has risen steadily, the 
utilization of prescription drugs is held in check to a consider- 
able extent by high consumer drug prices. Unless far reaching 
structural change takes place, the inclusion of prescription drugs 
under medicare could vastly increase utilization rates and create 
a cost nightmare - and possibly a therapeutic one as Well dag 


"Despite a recent decline there are still too many pharmaci 
for prescription demand and highly educated pharmacists are badly 
under-utilized, The predominant method of charging for drugs in 
retail pharmacy now consists of the acquisition cost plus .a, set 
professional fee. Aside from this problem of high acquisition 
costs arising from lack of market power vis-a-vis manufacturers, 
the professional fee is a sham because it bears little relation 
to the quality of services rendered. Instead it is based on 
prevailing cost structures, inflated as they are by operating 
inefficiencies. Great economies can be achieved in the retail 
pharmacy sector by the further consolidation of outlets and the 
use of auxiliaries for many tasks. This would also free the 
pharmacist to put his skills to work in the more urgent areas of 
providing drug information and monitoring prescribing patterns anc 
patient drug use. 


"The present system thus leaves a great deal to be desired. 
from the standpoints both of cost and therapeutic rationality. 


Torrance believes that there will be resistance to changes 
in the system both by the large manufacturers and the community 
pharmacists. "If the change is sudden and drastic, a vigorous 


and bitter opposition can be anticipated... The situation is 

the product of an unanticipated but mutually reinforcing set of 
factors. The various groups are ensnared in an irrational reward 
System whose bad features are not of their conscious making but 
are the result of circumstances and social change." 


Bachynsky (17) , a pharmacy consultant at the Department of 
National Health and Welfare, has provided some data on the ex- 


isting system of pharmaceutical services. 


"There are about 4,850 pharmacies in Canada so that the 
ratio of population to pharmacies is 4,400: 1. 


"The location of the pharmacy is an important aspect of 


pharmacy service. Convenience has a high value to patients and 
pharmacies locate either near the physician's office or the 
patient's home. The area served by pharmacies is increasing, 


however, with one study showing that 30% of the preseriptions 
dispensed were for patients living more than two miles from the 
pharmacy. The fixed convenient location of the pharmacist pro- 
vides ready access to the public for long hours during the week. 
This ease of access to a health professional for advice on a 
wide range of health matters at little expense is often over- 
looked in health planning. 


"Pharmaceutical products sold in Canada are manufactured 
primarily in Canada. In 1970 the value of manufacturers' sales 
of pharmaceuticals was about $330 million. Of this amount , 
ethical pharmaceuticals (prescription drugs plus over-the-counter 
ethical drugs) accounted for abott $290 million. The remainder 
was made up of proprietary products advertised by the mass media 
and distributed by both pharmacies and other outlets. In contrast 
to proprietary products ethical over-the-counter products are sold 
only in pharmacies and are normally advertised only to health 
professionals. 


"In 1970, 55% of the manufacturers‘ sales of ethical 
products were sold to drug wholesalers for redistribution, while 
45% were sold directly to pharmacies, hospitals and government. 
Pharmacies purchased $162 million in pharmaceuticals through 
wholesalers and $63 million direct from the manufacturer for a 
total purchase of $225 million which was subsequently sold to the 
pablic’ for $375 million: 


"The number of persons served per pharmacy is increasing 
as the number of pharmacies decline. There tends to be a higher 
concentration of pharmacies in urban areas. Improved transpor- 
tation has accelerated this trend.” 


Martin (18) points out some of the difficulties associated 
with rationalization - the growth of chain drugstores in which 
pharmacy forms a very small part of the business, and the verti- 
cal integration of manufacturing, wholesaling, and the takeover 
of ownership of individual pharmacies by drug distribution houses. 
In another paper Bachynsky ( 9 puts forward the view thatethe 
pharmacist exists apart from the present health care system, his 
expertise remains largely untapped by virtue of his limited ex- 
change with other health professionals. In particular, physicians 
rely less on pharmacists than is warranted because they are 
perceived as lacking in clinical experience. For his capacities 
to be fully developed, the pharmacist needs to begin to have a 
meaningful exchange with physicians and to become involved in 
health education outside the confines of his pharmacy. Martin 
points out that "criticism and comments on the present occupa- 
tional role of the pharmacist boils down to the issue of the fit 
between his professional education and the reality o£ his occupa, 
tional activity." It is often alleged that "the pharmacist is 
either over-educated or under-utilized in terms of the demands of 
his work role. In fact, the pharmacist may be under-educated in 
terms of the role that he could assume. 


SUMMARY 


PUBLIC AND MENTAL HEALTH SERVICES 


There are eight main categories of public health service 
which may be given by Provinces or municipalities: sanitation, 
environmental control and communicable disease control, accident 
prevention, health education services, rehabilitation and chronic 
care services, epidemiological surveys and data: collection, 
laboratory and occupational health services, mental health ser- 
vices, health centre construction. Public health departments 
treat only communicable diseases, mental illness and dental ill 
health in children though they may provide a nursing and mid- 
wifery service in some outlying areas. Their main function has 
been health education and case finding. 


Nurses would like to make more contribution to community 
health services. 
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What would be the best way to attach public health nurses 
to community health services? Public health and mental health 
have not so far worked well together, nor do they have close 
relationship with private practitioners. 


REHABILITATION SERVICES 


Rehabilitation is a neglected sector of care in which 
public health and voluntary agencies have developed experimental 
or local projects. This sector of health care is very confused. 
But it is the sector where volunteers have been used and it 
should be possible to draw on experience about good use of manpower 
and tight financing. 


Voluntary agencies manned by middle-class volunteers have 
made a considerable contribution to health care in the past. 
Now people are questioning the need to contribute to them and to 


pay insurance and taxes. New agencies have difficulty in getting 
start-up funds. 


The voluntary agencies have made a very considerable con- 
tribution through developing the CELDIC Report. However the 
impact of this report has not yet been seen. 


OTHER GOVERNMENT FINANCED SERVICES 


Health resources funds are almost exhausted but there now 
appears to be less of a shortage of manpower. 


Category services financed by government are now being 
phased out. Those in need of help are being encouraged to apply 
for standard medicare or for welfare assistance (e.g. blind 
Dersons). 


Medicare is financed, about one-third, from insurance 
contributions. The possibility of making ‘utilization' or 'de- 
-errent' charges is still there. Federal government seems to 
lave abandoned the idea of providing denticare and subsidized 
Iharmaceutical prescriptions, for the present. 


The public uses insurance whether self-paid or employer- | 
paid to meet extra charges for health care needs; dentists, drugs, 
hospital extras, sick pay. They want to get their money's worth. 
Neither the insurance companies nor the professions are well 
organized to deal with these additional programs, which have 
increased the demand for hospital care, dental care and drugs. 


The dental profession seems to be unable to organize more | 
effectively to respond to additional demands and their present | 


training does not help. 


The drug manufacturers have a strong vested interest in | 
preserving the status quo. Physicians are not good at prescribing 
for they find it difficult to sort out information about drugs. | 
The pharmacists are isolated in their stores and do not have much | 
communication with the prescribers. The present system leaves a ~ 
great deal to be desired from the standpoints both of cost and | 
therapeutic rationality. Pharmacists could make a better con- 
tribution to health care if they were trained differently and 
utilized more effectively. 
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CANADIAN OBJECTIVES AND HEALTH CARE 


The struggles between federal and provincial governments 
are frequently struggles for resources to be used for specttie 
purposes. And the objectives of federal and provincial govern- 
ments are frequently not the same. Thus the objectives of federal 
government, which must be to strengthen Canada as a whole, may 
be in direct conflict with those of thé richer provinces which 
may wish to keep their own resources within provincial boundaries 


and not to share them with the poorer provinces eSome provincial 
governments are committed to socialist objectives, others are 
entrepreneurial in orientation. Biculturalism - bilingualism is 


another complication. Yet, whilst there are many differences 
between provinces in what they want to achieve and problems they 
have to solve, there are also many similarities. Both richer 
and poorer provinces have high levels of unemployment and 
unemployment brings many other problems in its train. Most of 
the provinces have quite large racial minority groups. There 
are, as well, problems for all provinces of physically disabled, 
mentally disordered and delinquent minorities who must be 
supported or controlled by the rest of society. 


Although the concepts of health and health care are 
important values for Canadians, there are other values too. 
Although the costs of health care have become an important 
political issue, they are not Aaa ai the most important 
BSsue. For éxample, the Liberal Party (1 campaigned on the 
concept of a just society for Canada in the last election and 
what this phrase meant for federal-provincial relationships was 
explained by Prime Minister Trudeau in April, 1968. "I feel 
a just society would have to solve the problem of regional 
economic disparities, for instance, which means that people who 
live in regions which are underdeveloped have a claim against 
the whole of the society to be able to attain in some way average 
standards of welfare and growth, in order for the society to be 
mist.A" 


Since the Second World War, even those societies most 
attached to the ethic of private enterprise have come to realise 
the necessity for some measure of social planning. A society 
may be weakened if it has developed unevenly, so that large 
sectors of the population feel the need to protest against 
injustices whether real or perceived. There are seven main 


interlocking areas which ‘welfare state' countries have identified 
as important for developing "a just society" - child socialization 
education health, housing and environmental planning, availability 
of employment and leisure; social security; and tolerant race 
relations. 


Some of the provinces are committed to ‘welfare state’, 
and social planning objectives, for ideological reasons, others 
would like to see more social planning for entrepreneurial 


reasons. For more planning could improve national use of 
resources; diminish wastefulness. It is not always possible to 
distinguish means and ends in health care policies. It seems to 


be clear that the Hospital Insurance and Diagnostic Services Act, 
1957, provided many jobs, first for construction workers and 

later for health service personnel. The overall number of hospita 
employees in Canada increased by 90% between 1957 and 1967. As 
well, the building of hospitals in small towns must have had many 
direct and indirect effects upon local business activities. 


Because the federal government has a general responsibility 
for taking any actions which may strengthen Canada as a nation, 
it may have been entirely appropriate to redistribute tax moneys 
without too much specificity about objectives, but it seems 
certain that there was at first little concern about the measure- 
ment of improvements of health outcomes as a result of this 
investment in health service resources. By 1969, however, 
politicians were beginning to ask whether they were getting 
satisfactory returns in improved health of the population for 
money Chi eeanaiee! being spent on health care. The Task Force 
groups (2 concluded that they were not. 


Klein(3) in a paper written for the project, discusses the 
way in which governments are concerned with administrative 
visibility and political salience. Because of this, he says, 
they find it difficult to come to grips with a precise statement 
of objectives. Using the British Hospital Plan of 1962 as an 
example, he says: ''The priorities throughout are expressed in 
terms of the number of beds, not in terms of what the output of 
this resource investment was expected to be. The first was 
easily quantifiable - and so administratively visible, and 
clearly comprehensible. The second, although much more crucial, 
lacked this quality of visibility and was therefore ignored." 


It would appear that the present interest in community 


health centres is related at least in part, to the politicians' 
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and the administrators' concern for improved co-ordination of 
Services and better use of funds. It is also a visible and 
politically salient topic. 


SOCIAL DEVELOPMENT 


In a paper prepared for a Canadian seminar in LEIGH 
Trist (4) pointed out that a number of societies were now able 
to think about development of Opportunity not only for individuals 


but for a number of different social groups =—\famiulyy sehool , 
workplace, local community and were planning other services and 
amenities which determine the 'quality of life'. "Welfare rights 


are starting to be perceived also as development rights ... 
Emphasis is no longer so much on minimum standards as on the 
realization of potential, both for the sake of the individual 
and society." 


"There is small chance of policies which will meet the 
gathering dangers either being formulated (or accepted) or of 
adaptive institutions being built to implement them effectively 
or evaluate them convincingly until the present confusions over 
the obsolete meanings and relations of welfare and development 
are replaced by new appreciations which express their inter- 
dependence and complementarity." 


Using organizational theory, Trist puts forward a diagram 
(Chart 9) explaining the adaptive post-industrial society. 


"Both the U.S. and Canada are entering crisis conditions 
in the confrontation of their underdeveloped parts", says 
[rist. ''The extent, magnitude and heterogeneous nature of these 
9arts are only now in the process of being fully disclosed, 
vhile it is becoming apparent also that the qualifications 
required for entry into the developing parts of these societies 
(as of other advanced countries) are Pisine 9Y 


CHART 9 


CHANGES IN EMPHASIS OF SOCIAL PATTERNS 
IN THE TRANSITION TO POST-INDUSTRIALISM 


Type From Towards 
Cultural achievement self-actualization 
values self-control self-expression 
independence inter -dependence 
endurance of capacity for joy 
distress 
Organizational mechanistic forms organic forms 
philosophies competitive relations collaborative relations 
separate objectives linked objectives 
own resources regarded own resources regarded 
as owned absolutely also as society's 
resources 
Ecological responsive to crisis anticipative. of Crisis 
strategies specific measures comprehensive measures 
requiring consent requiring participation 
short planning horizon long planning horizon 
damping conflict confronting conflict 
detailed central generalized central 
control control 
small local government enlarged local govern- 
units ment units 
standardized admin- innovative administra- 
istration bi0n 
separate services co-ordinated services 
Source @irise. Erics The Relation of Welfare and Development 


tim the LrancsheLon tomcos terndus trtallaism . 


Trist 's, notes: 


The terms used are intended to be self- 


explanatory but reference may be made to McClelland (1960) on 
achievement; Maslow (1954) (1967) on self-actualization; Tomkins 
(1964) on the regulation of negative affects (such as distress) 


and positive effects (such as joy). 


The need to regard corporate 


resources as belonging to society as well as the corporation 


became a major theme in A Statement of Company Objectives and 
Management Philosophy (Shell Refining Co., London 1966). 
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The concern of Canada, he suggests, should be to develop 
social plans which permit the adaptive society to emerge. The 
emphasis in this model is upon processes rather than outcomes. 
This is the model of the U.S. neighbourhood health centres, 
developed under special federal grants from the office of Economic 
Opportunity. These anti-poverty programs were first designed to 
combat poverty, not ill health, and in the beginning it had not 
been intended to develop a health centres program, but public 
pressures grew until the demand had to be met. Rein(5) has 
described the philosophy underlying the 0.E.0. schemes in 
America and concludes that they focused on the economic and 
social objectives of social policy rather than the social 
objectives of economic policy. 


It has not altogether been clear which of these two 
approaches described by Rein has been adopted in Canada. The 
Speech from the Throne (6) in September 1968 declared: 


"The objective of a just society must always include the 
pursuit of a prosperous economy as well as the fair distribution 
of its proceeds. Unless Canada can maintain an economy that is 
efficient, competitive and productive in relation to the most 
advanced nations on earth, we cannot have a basis for a society 
from which poverty has been eliminated, we cannot maintain high 
levels of employment and income and we cannot ensure the standard 
of life to which Canadians generally aspire." 


This stresses the social objectives of economic policy. 


In many provinces, however, more attention has been given 
to the economic and social objectives of social policy. The 
building of small rural hospitals provided many work opportunities 
but did not necessarily add much to Canada's productivity, and 
the uncontrolled relationship between immigration, training 
Opportunities and job opportunities for health professionals 
seems to indicate that social policies are perceived to be as 
important as economic policies, at least in some areas and at 
some periods by some Canadians. 


THE BACKGROUND: CANADIAN VALUES ABOUT HEALTH CARE AS EXPRESSED 
IN NATIONAL STATEMENTS 


In 1964, the Hall Commission - the Royal Commission_on 
Health Services - produced a Health Charter for Canadians 
This charter was said to be setting objectives (or aspirations) : 


"The achievement of the highest possible health standards 
for all our people must become a primary objective of national 
policy and a cohesive factor contributing to national unity, 
involving individual and community responsibilities and actions. 
These objectives can best *« achieved through a comprehensive, 
universal Health Services Program for the Canadian people; 


- implemented in accordance with Canada's evolving 
constitutional arrangements ; 


- based upon freedom of choice, and upon free and self- 
governing professions and institutions; 


- financed through prepayment arrangements} 


- accomplished through the full co-operation of the 
general public, the health professions, voluntary 
agencies, all political parties, and governments, 
federal and municipal; 


- directed towards the most effective use of the nation's 
health resources to attain the highest possible levels 
of physical and mental well-being". 


The Commission went on to define the words used in this 
charter and recommended: 


"That as a nation we now take the necessary legislative, 
organizational and financial decisions to make all the fruits of 
the health sciences available to all our residents without 
hindrance of any kind.'"' After stressing the individual's 
responsibility for his own health and that of his own family, 
the Commission went on to recommend that "the individual must 
assume responsibility for wise and prudent use of health services. 
it goes without saying that, since all resources are scarce, it 
is the duty of the individual, as well as of the practitioner 


prescribing them, to see that the services are used with prudence 
and economy.'' The Commissioners went on to warn that individuals 
would have to pay not only for direct provision of health services 
but also for health professionals and research into "knowledge 

of life and disease processes." 


Gradually, during the next eight years, it came to be seen 
that it was not easy to keep the promise "to make all the fruits 
of health sciences available...without hindrance of any kind." 


The principal. problem was that of cost) The» Economic 
Council of Canada pointed out in its 1969 Report (8) that spend - 
ing on health and education services was rising sovlast thaitseit 
it were not levelled off in the near future all of Canada's GNP 
would be taken up in providing these services at the end of the 
century. 


The Task Force on the Cost of Health Services was set up 
in 1969 when the federal government had begun to realize that 
the objectives set down by the Hall Commission were going to be 
much more expensive than had originally been anticipated. 

The members were asked to "enquire into ways of restraining the 
rate of increase in health services expenditures". In the report 
it was recommended that governments should take the lead in 
planning, setting standards, and encouraging research and educa- 
tion in health care. They should "concentrate on organizing 
health facilities and services into effective, efficient and 
economical systems of comprehensive health care available 

to all... Only government commands the financial and organiza- 
tional resources, and the authority, to undertake the required 
changes ."' 


A partnership between the voluntary and public sectors 
should be developed to eliminate the lack of co-ordination among 
health and welfare agencies. On the one hand too much money 
was being spent on in-patient hospital services and on the other, 
too little was being directed to "programs for the elderly, for 
low-income groups, and for other disadvantaged sectors of the 
population." 


The first National Health Manpower Conference was held in 
1969(9) and a second in 1971(10). At the first conference the 
summarizer identified three urgent problems: (a) the need to 
develop varying demonstration models of primary health care 
programs in order to get experience of involving allied health 
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professionals as part of a team providing primary care; (b) the 
need to develop programs for training individuals in the fields 
of management, planning, research in health care, and evaluation; 
(c) the need for improving continuing education in the health 
services. 


The summarizer also drew attention to the maldistribution 
of health professional manpower and the need for a committee to 
be set up to study priorities and trends - to establish knowledge 
able forecasts of future health needs - using a permanent 
secretariat and having a research committee to advise on 
priorities for research support. It was not possible ''to secure 
agreement on guidelines for planning delivery of total health 
services during the next decade; to determine the numbers and 
quality of health manpower required for these services; or to 
plan the education of the required health manpower" at that 
stage, for a great deal more information was required and there 
were no easy solutions. 


At an intermediate conference in 1970, Assistance to the 
Physician was considered (lla) , and subsequently a special 
committee of enquiry was set up to report on the more effective 
use of nurses and other health professionals in community health 
care (11b) 


At the second Manpower Conference, following a recommenda- 
tion from the first meeting, the Minister announced that he was 
going to form a Canada Health Council, but no details were given. 
The Conference recommended that the Council should be non- 
political and have no executive powers. It should provide 
continuing support in the areas of assessment of health care 
needs, health manpower requirements, educational programs and 
information collection and dissemination. It should sponsor 
workshops and expert studies on evaluation, transferability, 
licensing, certification, accreditation and co-ordination of 
health programs. 


Provincial councils should be formed to implement delivery 
and to study health problems unique to their jurisdiction. 


Liaison between educational bodies, professional societies 
consumer representatives and local health authorities should be 
improved. 


There were also a number of specific problems relating: £6 
licensing, the full use of trained workers and their transfer- 
ability throughout Canada. Immigrants with skills were not 
always being well used. 


Some method of control of medical careers to adjust to 
the needs of Canadians must be achieved. Some are underserviced 
whilst there is a great waste of professional specialist skills. 


It was also recommended that the federal government should 
"indirectly support the production of a series of community 
health centres as demonstration models with suitable combinations 
of health personnel remunerated in such a way that the 
incompatibilities of fee-for-service and salary are overcome. 

The location of centres should be carefully selected - some in 
deprived city areas, some in rural areas. Built into some at 
least of these should be the Crisis Centre screening procedure". 


In September 1969, the Science Council of Canada asked 
Dr. H. Rocke Robertson (12) to survey the state of health care 
research in Canada for the Health Sciences Committee. This 
committee had been set up "to enquire into the use of science and 
technology in the Canadian Health Industry and through this to 
examine the purpose and priority of health science research." 


Robertson's group has now made a progress report. In 
this unpublished report, he begins by saying that it was "assumed 
at the outset that a national objective, basically a comprehen- 
sive and co-ordinated system of health care, has been set." 


Robertson believes that a distinction should be made 
between biomedical health care and social research, and 
concentrated on the second of these: ''the ways and means of 
delivering health care and research into the health system 
itself". His review considers the information available about 
the measurement of health, the measurement of health care 
standards, the measurement of quality of the system, the people 
involved in health care, the organization of the system, the 
cost and management and what was being done to improve efficiency, 
the use of computers and other automated information systems, 
the problems of prevention and promotion. He makes recommenda- 
tions about research in health care: 


"1. Information about health, essential for the proper planning 
of Health Care, is at present insufficient. 
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2. The position would be improved if all available information 
were brought together. 


3. Further useful information could be obtained by survey. 
Recommend a Canadian Health Survey. 


4. Research is required to identify and develop ways of 
obtaining data that will increase capacity for measuring 
quality of health". 


Robertson is not anxious to reduce effort on biomedical 
research but to increase effort in health care research which, 
he says, is presently quite limited in scope. 


STATEMENTS IN PROVINCIAL REPORTS 


Over the years most of the provinces have feltsit to be 
necessary to prepare reports on their own health services. 
There is a long tradition of reporting in Saskatchewan which 
includes the Sigerist Report, 1944 (13) and the Thompson Report, 
1962(14). The fate of the latter was to get caught up in the 
Medicare dispute and since then the government seems to have 
become more cautious about publication, though it commissions 
private documents for government consumption. 


The most recent detailed analyses of health care needs 
and resources are the reports published in Ontario and Quebec. 
To summarize these reports may seem to imply that the other 
provinces have not been active. This is not so, but they have 
not made such comprehensive studies and printed them for general 
circulation. In British Columbia, for example, a Health Resource: 
Council was set up and has produced several mimeographed 
technical reports. In Cape Breton Island, Kates, Peat and 
Marwick (16 , a firm of management consultants who were advising 
a regional committee set up in 1966, received a National Health 
Grant for a demonstration project. Other studies have been made 
in Newfoundland, Nova Scotia, New Brunswick, P.E.I., Manitoba (17) 
and Alberta. 


In Ontario, two committees, the standing Council of 


Health and an ad hoc committee on the Healing Arts studied 
health matters simultaneously. Both reported in 1970(18). 
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The reports of the two Ontario committees provided a 
comprehensive survey of the health needs and the resources 
available to meet these needs in the province. The committee 
on the Healing Arts affirmed that "health is a ‘right '' but went 
on to say that no rights are absolute or static. "The attitudes 
of society towards what is necessary, desirable or 'adequate' 
shifts from year to year, and from decade to decade as changes 
occur in incomes, technology, tastes, expectations and social 
values. Our desire is to see that public needs are met fully 
in the long run. through most urgent public requirements for 
health services in the short run are met through efficiency in 
the utilization of available resources. Hence our primary 
concern is with the organization and structure of the health 
industry required to meet social needs."' The committee said 
that it had been much easier to determine broad objectives 
than to reach agreement on the means to achieve them but they 
proposed that the following criteria should be used: "maintenance 
of quality of services, accessibility of health care, co-ordina- 
tion of services, flexibility, economy and complementarity of 
services, and a maximum degree of freedom of choice consistent 
with public safety." 


The voluminous report of the committee on the Healing 
Arts described the setting and framework for the analysis of 
Ontario's health care system and then went on to review the 
various healing disciplines with particular emphasis upon 
problems pertaining to educational and regulatory arrangements 
for each group before turning attention to the totality of the 
health care system and an analysis of the problems thought to 
be most significant in the determination of the future of health 
care in the province. The recommendations focused in turn upon 
each of the professions and the regulation of their work, then 
went on to propose that there should be regional planning of the 
hospital system, reexamination of the organization of mental 
health services, development of incentives and training programs 
for more primary care physicians and a proper examination of 
"group practice including studies of comparative use of para- 
medical personnel, comparative incomes and expenses of physicians 
in groups and other practices, the relationship of practice in 
groups to the cost of hospitalization and many other such matters." 


In 1970, after four years of work, the Ontario Council of 


Health produced its first report and nine supplementary 
documents. These supplementary documents on health care delivery 
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systems presented reviews of a proposed system of regional 
organization, the implementation of a health statistics system, 
the role of computers in the health field, library and information 
systems and examined the need for family physicians for the 
province and the assistance which nurses might provide to them. 
There were special studies of laboratories, dental care and 
rehabilitation services and a review, with 93 recommendations 

on the delivery of community health care. Many of these 
recommendations were concerned with developing the family 
physician service by focusing upon problems of distribution 

of physicians, improved training for their work, incentives to 

go to under-serviced areas, and different mixes of specialists 
(medical and others) in health care teams. Furthermore, a study 
of the role of the nurse and development of payment mechanisms 
for services provided by nurses was recommended. It was suggest- 
ed that an investigation of contractual obligations of physicians 
and dentists in health teams should be instituted and that 

closer links between public health and visiting bedside nurses, 
trained medical social workers and primary care physicians 

should be developed. 


Community health teams should be encouraged by the pro- 
vision of financial and resource support. Payment mechanism 
should be reviewed. This support should be directed towards 
the development of existing services where possible, rather 
than new services. Universities and community colleges should 
get together to clarify job specifications and training programs 
for health workers likely to be working on community health 
teams. Business management principles should be applied to 
their organization. The distribution of these centres through- 
out the province should be carefully examined in consultation 
with representatives of the various health professions, consumer 
groups and districts of Ontario. High priority should be given 
to the establishment of these centres and the principle should 
be accepted that the ownership of health centres may reside 
either in the public or private sector provided that there was 
a continuing assessment of the nature, availability and quality 
of the services. The report on rehabilitation services tends to 
be concerned with specialist units and consultancy and has 
nothing to say about the function of community health teams. 
Local health departments should provide better preventive care. 


The Castonguay-Nepveu Commission, which reported in 


1971-7219) reviewed health, social welfare and income security 
services in the province of Quebec. In that province, health and 
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welfare are integrated into one department and although there 
were two separate committees considering health services and 
income security the scope of the former was clearly influenced 
by the latter. The first recommendation of the health committee 
shows this shift in orientation: "That the general objectives 
of Quebec's health policy be: 


(a) to improve the state of public health through 
comprehensive medical care with emphasis on 
the individual, 


(b) to improve the state of the environment in which 
the population lives." 


Specific objectives were accessibility, acceptability 
and efficiency in developing a system of high quality care 
judged by scientific, humane and social standards. 


There were to be three fundamental hypotheses in the 
scheme for reorganization: 


"(a) that the system of dispensing care be defined in 
terms of its primary task: the realization of 
the concept of comprehensive medical care; 


(b) that the system of dispensing care be an open one, 
viz. using all the resources available in the 
community and responding with care adapted to the 
people's needs; 


(c) that the system must be sufficiently flexible to 
reflect changing needs of the population and to 
adapt itself constantly to prevailing circumstances." 


The main principles to be applied to reorganization were 
he determination of levels of care, the establishment of health 
entres and regional organization into a three-tiered system of 
eneral, specialized and ultra-specialized care. Within the 
eneral framework of health policy, health care programs should 
e established with a view to lowering the hospitalization rate 
or the treatment of acute illnesses, and increasing the 
tilization rate of general care and developing particularly, 
onsultations on health education, prevention and detection. 
ental health services should be integrated with physical health 
ervices. 
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Health teams were to be promoted so that good use should 
be made of skills and comprehensive care provided. Care in the 
local community should be very personal and relevant to the 
natural environment. Specialist care should be arranged so that 
quality is improved by greater volume. Three types of health 
centres were to deliver this care - the local health centre 
would give general care; the community health centre for general 
and specialist care would replace the general hospital concept; 
and the university health centre would provide tertiary care. 
Health regions should have at least 600,000 population, the 
existence of at least one university, and the capacity to provide 
a relatively complete range of care. However, attention should 
also be paid to distance, travel time and transportation 
facilities, population distribution in relation to existing 
health facilities, regional loyalties, administrative regions, 
present personnel and facilities. The present health units 
should be integrated into the new scheme and solo practitioners 
should affiliate with a community health centre. 


The public should participate in a consultative capacity 
in the local health centres at periodic meetings. The management 
of health centres should be gradually decentralized. 


The report goes on to describe in greater detail how 
the system should be developed administratively with three 
regional district boards responsible for grouping existing 
services. The District Board of Health, a public corporation, 
having 17-20 members should have an absolute majority of members 
who are not medical professionals, and should act as a board 
of management, appointing an executive committee if necessary. 


The District Boards of Health should have three branches: 
a planning and research branch to develop regional health 
programs and, in co-operation with universities, to evaluate 
results and to co-operate with the department of health in its 
operational research and applied research projects; a health 
services branch responsible for operational activities; and an 
administrative branch to provide support functions. In the 
planning and research branch there should be a department of 
public health to study the environment and develop preventive 
activities. The Health Department of Quebec should also gather 
information about health needs in the province by continuing 
enquiries into the general state of public health and specific 
enquiries as indicated, by keeping provincial registers of 
certain diseases, deaths, accidents and congenital malformations 
and by compiling information about personnel and resources and 
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operation of the health care System. Standards of competence 
should be established. Incentives for staff to improve the quality 
of their service should be introduced and payment systems should 

be reviewed giving attention to subsidies at present not clearly 
recognized. Health service, teaching and research costs should 

be distinguished clearly. 


Quebec has passed three Bills through the legislature 
during the summer of 1972: to implement (with a few administra- 
tive revisions) the Castonguay-Nepveu Report, to enact a new 
professional code and to revise the Medical Act. 


STATEMENTS IN SPECIAL INTEREST GROUP REPORTS 


In addition to the federal and provincial studies, a number 
of special interest groups have been working on problems of 
particular concern to their associations. For example, the Can- 
adian Public Health Association(20) reviewed public health prac- 
tices and suggested a number of changes which might be made, 
including three recommendations on health eentresi; VAs uthenot= 
ficial community health agency, it is the responsibility of the 
public health department to give leadership and encourage the 
construction of health centres with the ultimate ideal that these 
centres offer a spectrum of preventive and therapeutic services. 
These centres should be designed to house public health, mental 
health, voluntary health agency and various consultant personnel. 
Physicians and perhaps dentists in private practice might also be 
accommodated so that the services of various community resource 
personnel can be made more readily available to them". It was 
Suggested that provincial health departments should embark on a 
construction program. 


Another important interest group report was that of the 
Committee on Emotional and Learning Disorders in Children (CELDIC) 
1966-69. 2ty This committee examined the problems of handicapped 
children as students, patients, wards and offenders and made a 
number of proposals for giving adequate help to the one million 
children thought to need help. The committee pointed out that 
there were problems in the medical model of helping. There was 
need to share the responsibility. ''The adoption of the medical 
One-to-one relationship as the model for practice in the human 
Service profession has tended to aggravate the acute shortage 
of personnel because it has given preferred status to those who 
work with individuals... Individual work with patients in private 
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practice has become the symbol of status in psychiatry, social 
work, psychology and even psychiatric nursing... This model of 
high quality work with a very limited number of persons may be 
satisfying to those providing professional service but this re- 
stricted intake leaves the large majority of persons without any 
source of help... The adoption of the medical model logically 
leads the professional into the position of doing 'to' or 'for' 
the person in need of help rather than ‘'with' him and maintains 
a superiority/inferiority in the helping relationship. Yet 
contemporary society is no longer accepting authoritarian or 
paternalistic attitudes on the part of those providing educational] 
medical or social services... 


"In its search for solutions society must be continually 
alert to the danger of the development of professionalism instead 
of professional competence... Some of the more creative and hope- 
fully successful initiatives...are based on a community involve- 
ment... This is not unrelated to the current practice which 
involves the consumer of service in active participation. Far 
from reducing the visibility of problems, such organization focus- 
ses attention on them and stimulates action and mutual help..." 
The report goes on to argue that social action to creat awareness 
of problems is not enough without 'complicated and laborious ' 
follow-up by planners and implementers of change and those in- 
vested with political authority must act to prevent dissatisfac- 
tion and feelings of helplessness. 


AGREEMENTS AND AMBIGUITIES 


In all the reports, the wish was expressed that there 
should be a more comprehensive system for delivering health care. 
More recent reports have suggested that regionalization of ser- 
vices might be the method adopted to achieve improved delivery 
of health services. Seven reports suggested that community healtt 
centres should be developed to improve primary care. (Chart 10) 
Four wished to see more emphasis on family practice or a core 
curriculum, and three wished to see physicians' assistants allowec 
to practice. Although four groups recommended that more skilled 
manpower be trained, the others did not believe this was necessary} 
(with the exception that three groups thought that more health 
planners and health care researchers were needed.) All thought 
more research needed to be done. 
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The concepts of regionalization, community health centres, 
assistance to the physician, planning, research were not very 
well defined by most groups nor were primary care, family practice 
or core curriculum. But it is clear that all these concepts are 
linked in the minds of those who wish to see changes in the pres- 
ent system of health care delivery. 


SUMMARY 


The problems of funding health care are not easy to resolve 
because they are related to problems of Canadian pluralistic values , 
redistribution of taxes and the powers of federal and provincial 
governments. Quebec particularly has made it clear that it does 
not wish to accept federal cost-sharing proposals but prefers 
block grants rather than category grants. 


On the other hand the federal government wishes to maintain 
its momentum in bringing about social change and improvements in 
health care for the Canadian people as a whole. 


The objectives of federal and provincial governments are 
frequently not the same. Not only do political parties differ 
in their objectives but the provinces identify different priorities 
in developing social and other subsidized services to meet the 
needs of their residents. 


The federal government's concern to strengthen Canada as 
a nation leads to concern with inequality but there is also concern 
for economic growth. Although health care is an important value 
it is not necessarily the most important perceived need of 
Canadians. 


Social development in the post-industrial age requires new 
strategies to develop an adaptive society and maximize individual 
potential. Canadian policies are not clearly out of the indus- 
trial development stage. There is confusion. 


Some provinces are more committed to ‘welfare state' 
objectives than others, and see the need for social planning to 
attain these objectives, whilst the others are beginning to see 
social planning as a means to make better use of their resources 
and diminish wastefulness. As well, it is not always easy to 
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distinguish ends and means in developing social services for they | 
may tackle social problems and at the same time provide employ- 
ment. 


A review of the federal, provincial and interest group 
reports shows an evolving conception of health care. The Hall 
Commission, 1964, produced a Health Charter and recommended 
that Canada take the necessary legislative, organizational and 
financial decisions to make all the fruits of the health sciences_ 
available to all Canadian residents without hindrance of any | 
kind. The Hall Commission was followed by the federal-provincial 
Conference of 1965 which agreed to the concept of federal-provin-. 
cial cost-sharing for Medicare which was then introduced into all. 
the provinces by 1970. 


However, since the Hall Commission reported, the climate 
has changed and other federal committees have reviewed these 
problems: escalating costs proposed solution, more government 
involvement in planning; the better use of health manpower; the 
improvement of health care research, better information collec- 
tion and dissemination; and priority setting for the better use 
of scarce resources. 


Provincial governments have also been assessing their 
health needs and health resources and implementing programs. In 
Ontario it was said that broad objectives were easier to define 
than were the means to achieve them, particularly since it is | 
clear that perceptions of need and demand for health care change | 
according to changes in income, technology, tastes, expectations 
and social values. Priorities need to be socially determined and) 
resources and structures properly organized. Better community 
health services need to be developed. Many suggestions for re- 
organization have been put forward and some of these are now | 
being implemented by the Ontario government. 


The Castonguay-Nepveu Report on health, social welfare and 
income security services in Quebec proposed a total reorganizatior 
of the health care system by legal enactment. The main principles 
to be applied to the reorganization were the determination of 
levels of care, the establishment of health centres, and regional 
organization of services into a three-tiered system of general, 
specialized and ultra-specialized care and the integrating of 
physical and mental health services. Solo practitioners and 
public health units were also to be brought into this total system 
of care. Health teams were to be promoted, and care in the 
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community was to be related to the natural environment. The 
public was to participate in a consultative capacity in local 
health centres and management of these centres was to be decen- 
tralized gradually by the Sponsoring government. 


Two special interest groups ' reports are also Significant 
for Canada. The Canadian Public Health Association after reviewing 
the state of public health services urged that governments should 
become involved in constructing health centres. The CELDIC 
Committee whose interest was in the million handicapped children 
in Canada emphasized the need for community involvement in 
identifying problems and giving help. This report stressed the 
need to distinguish between professionalism and professional com- 
petence and to get away from authoritarian and paternalistic 
attitudes on the part of those providing services. 


All of these reports wanted more comprehensive services 
but all proposed different methods of providing them. Most 
agreed on trying regionalization, community health centres, new 
uses of manpower planning and research. Others mentioned develop- 
ments in primary care, family practice and core curriculum for 
Students preparing for the health professions. 
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IS THERE A NEED FOR ORGANIZATIONAL CHANGE? 
CHANGING NEEDS? 


Anderson et al () made a survey of potential demand in 
the Kingston and surrounding rural area in 1970. They found 
that ''the percentages of study subjects in all areas perceiving 
unmet health needs were relatively small. Most reported needs 
were for dental care, a problem which they described as due more 
to the high cost of such services than to the relative lack of 
services in the rural areas. Thi's finding was in contrast to 
the prior expectations of the researchers that in an area of such 
poor access to health services, survey families would express 
considerable concern about inability to meet the perceived health 
needs. In fact, it appeared that families interviewed were 
generally prepared to travel as far as necessary to obtain the 
medical care that they required." 


Their findings suggest that, at least in rural Ontario, 
minimum levels of demand for medical care have been met. 


Anderson (2) suggests that the evidence on the demand for 
dental care coming not only 5rom this study but also from the 
international (WHO/Ics/Mcu) (3 study is of particular importance. 


"It would seem that dentistry might well be in the state 
that medical care was in 25 years ago: one goes to a dentist 
because one has dental sickness in which pain is a predominant 
Symptom. The situation is now confused in the case of medicine, 
perhaps because pain is only an infrequent symptom. and because 
self-diagnosis is so commonly performed, it is very hard to ratio- 
nalize the utilization of medical services on the basis of need 
and demand." 


The question that arises is, if the public is satisfied 
with the outcomes of the care being given, need any steps be 
taken to inform them about the morbid conditions which are not 
recognized by them? Will Medicare bring Canada to a state of 
good enough health? This is not an easy question to answer. 


The figures from the Canadian Sickness Survey 1950-51 (4) 
indicate that some redistribution of services was then very neces- 
sary (Table 9). 
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At that time, the lower-income groups had, in every age 
group, higher levels of disability. 


TABLE 9 


DISABILITY DAYS PER PERSON PER YEAR 1950-51 


Age Group Low Income Medium Income High Income 

Lower Upper 

rey Spodeks ciate 10.3 10.4 10.6 O26 

LD at? Gia deter iL lest, (fees) 6.59 oa 

DD. 2AM ees TGi36 8.8 20 ras 

BD = Oran ae Loe 14.1 thd Pe 928 
65 and over. 330 21. 16.4 BYE Sic 

All ages.... 20 .4 10.6 G4 LOL 


Source: Canadian Sickness Survey 1950-51 (4) 
*Estimate below Sickness Survey Standard of Accuracy. 


Bell (5) has also been analyzing the same sickness survey 
data in great detail. He found that the greatest amount of dis- 
abling illness and the greatest demand for doctors' services was 
to be found in the medium-sized towns. The highest number of 
doctors calls was for individuals in one of the two top income 
categories. The only exceptional area was Swift Current which 
had a comprehensive health service program. "Does this suggest 
that a break may be made between the general relationship of 
affluence and medical services measured in terms of doctors 
calls?" Possibly through Medicare and hospital insurance this 
break has begun to be made. 


Access to some undefined minimal level of health care has 
come to be regarded as a right in the western countries. However, 
because of the unresolved issues about the extent of the minimum 
iviatne. US. Rein 6) examined the evidence about accessibility 
in the U.K. His conclusions about the importance of developing 
an organized systematic service were: 
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1. Contrary to the general impression that the middle-class make 
more use of the service because they are more articulate and 
better able to get access into the delivery system, the lowest 
social classes with the greatest needs make the greatest use 
of the physician and in-hospital medical care services and the 
care that they receive appears to be of ag good a quality as 
that secured by other social classes. The availability of 
universal free-on-demand, comprehensive service appears to 
be a crucial factor in reducing class inequalities in the use 
of medical care services; other charges may have the effect 
of inhibiting use among the poor and unskilled. 


2. Screening by general practitioners appears to contribute to 
equalization of class use. 


3. The general practitioners tend to refer difficult problems 
upwards to specialists, not downwards or across to nurses and 
social workers. Thus hospitals are the receiving agents, not 
public health and social welfare departments. 


_ 


The system is equitable. There may be a major conflict between 
equity and adequacy. "The challenge in the future is how to 
advance adequacy without sacrificing equity." 


The plea made by Rein and others is for a one-standard 
system in which equal care is promised to all. At the present 
-ime this is not being provided in Canada (despite Armstrong 's (7) 
argument that the Canadian system has always tried to be a one- 
standard system) because the sytem is still imperfectly organized. 


A major conflict between equity and adequacy may exist, 
says Rein, and it is this conflict which is considered by 
“salikis 8) and Detwiller (9). How can the limited resources 
yf the health services best be allocated? 


Tsalikis has argued that the concept of free choice of 
hysician is, for many people, largely a myth. He would like to 
fee more government action and consumer involvement in the organ- 
zation of health care to improve distribution of physicians' 
ervices. Detwiller is more concerned with abuse or overuse and 
Hishes to deter those who make unnecessary demands on physicians. 


Tonkin (10) suggests that the four areas of unmet need in 
ritish Columbia are rural and remote services, mental health and 
sychiatric services, dental health and community geriatric care. 
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It seems to be generally agreed that there is need for 
some reorganization of Canadian health services. It may be 
useful then to consider what new forms or organization have been 
advocated. 


PROPOSALS FOR NEW FORMS OF ORGANIZATION: GROUP PRACTICE. 


Some suggest that better value for money could be got 
simply by giving recognition to group practices. By paying 
the groups for services rendered rather than the individual 
physicians within the groups, a more flexible use of staff could 
be achieved. Smith!) has argued that multi-specialty group 
practice should be encouraged. 'Many well-organized private 
clinic groups and many groupings of doctors in medical office 
buildings provide a wide range of medical services just as well 
in non-university as in university centres. Out-patient diagnost 
and treatment services available in many private organizations 
reduce the necessity for hospitalization, with a consequent savin 
ii, OVeraLicosts. 


Although group practice has been mentioned in a previous 
chapter on existing services, it was stressed by the business 
managers of clinics that group practice is an innovative service 
without de jure recognition. Business managers of multi-specialt 
groups and community clinics had many common problems to solve. 
Despite some differences in viewpoint the business managers were 
committed to developing more efficient groups. Griffith (12) 
elaborated on some of these difficulties. He said he did not 
think one could consider clinics as free-standing institutions. 
They had no legal entity, no income tax recognition, no pharmacy 
rights, no power against unions and university associations were 
minimal. They were often overlooked in planning for community 
needs, and hospital utilization was not properly linked to clinic 
practice’. 


Chase (13) , the manager of a multi-specialty professionally 
sponsored clinic, made some of the same points. Clinics are not 
recognized by organized medicine, universities or government. 
Fear of competition divides the medical community. Group prac- 
tices have had to recognize the competition outside - thus equal 
partnerships are difficult to maintain (specialists object to 
equal division of income) and clinics in poorer provinces are 
always conscious of attractions elsewhere. As well there seem 
to be continuous political upsets affecting doctors' pay. It is 
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difficult to press doctors to give 24-hour coverage in these 
circumstances. Constantly the internal Management of groups is 
affected by external pressures. Chase urged the necessity to 
negotiate with government for opportunities to develop a proper 
contractual service so that free competition might continue. A 
salaried service was not necessarily a good service. At the same 
time there was a need to work out new relationships with govern- 
ment so that group practices could better cope with union 
pressures, costs of staff training, location of buildings and 
costs of equipment, placement of branch offices and record 
linkage, so that there would be a rationalized service. Clinics 
should be expected to live within negotiated budgets. 


In the business manager's seminar (14) these points were 
made: Group practices are new forms of organization which have 
not settled down. They are struggling for identity and the 
different elements within them struggle for power to do their 
work well. The legal restrictions and funding mechanisms were 
developed for other purposes and need to be reconsidered, but 
the nature of a better system is still unclear. 


At least these internal management difficulties can be 
identified: 


1. Partnership is not very satisfactory. Incorporation is not 
likely to resolve all problems either, because it may be used 
as a tax gimmick and not as a basis for improving organization 
of services. 


2. There is a distinction between making profit for the group, 
for the doctors and for businessmen sponsoring clinics. 


3. Doctors do not understand that there are substantial profits 
in medicine, particularly relating to laboratories, drugs, 
ete. They tend to be inefficient entrepreneurs. Group prac- 
tices which are not linked to laboratories, pharmacies, etc. 
do not make much profit. 


4. Capital and operating costs should be separated. Doctors 
have problems in the capital financing of groups. Government 
capital financing may be a useful development, but there should 
also be opportunities for businessmen or voluntary groups to 
raise capital. 
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Multi-specialty groups are likely to lead to savings in 
hospital costs and better care outside hospitals (though hos- 
pital per diem rates may go up). Through the development of 
groups it may be possible to delegate work down to the lowest 
level of skill and thus save money because fee schedules 
could then be related to that level of service. 


Group practice is likely to lead to innovation but this is 
presently held back by lack of government programs for meetin 
operating and capital costs in almost any new venture. 


There is need for financial incentives to ensure productivity 
but some methods must also be found to prevent over-servicing 
and no one understands how to control demand at present. 

The articulate consumer gets a lot of service. 


Business managers may be able to give leadership in the new 
power situation which is developing in graip practices. 
Physicians have to be helped to work as a 'peer group', to 
learn to accept 'team work', to listen to consumers. Consume 
are seeking to influence the characteristics of care, not 

to control it, despite doctors' fears. Consumer advisory 
boards may be useful but consumer control is not acceptable. 


General practitioners do not make the most efficient use of 
the referral system because they are afraid of losing patient 
to other practices. Specialists are not being well used. 


Group practices are better than medical arts complexes for 
effectiveness. Doctors and support staff communicate on 
matters of importance to patients if they are in the same 
organization. The great advantage of group practice is that 
it sees beyond individual goals to health care objectives 
while still providing satisfaction to individual practitioner 
But group decisions should include patients' decisions, for 
their conception of health care needs differs from profes - 
sionals. 


Group practices appear to have higher costs relating to 
recruitment and training than do solo practices and medical 
arts groups. 


The training of business managers is also a problem. Prefer- 
ably they should be appointed at the time a group is formed. 
They need to have special skills, particularly in facility 
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planning and maintenance, management of income and invest- 
ment, collective bargaining and staff management. 


The following points were made about external relations: 


Both government administrators and clinic managers have 
problems in dealing with changing Ministers and this is a 
time of great uncertainty for clinics. However, governments 
seem to be willing to discuss possible changes with the 
medical profession and other interest groups and to realize 
that changes have to come. Governments should LEY aco 
facilitate evolution of new forms of practice. They should 
not control but develop guidelines for new facilities - 
decision-making should be decentralized as far as possible. 


There is need to experiment with new systems of payment. 
This could lead to stabilization of costs, improved acces- 
sibility, more emphasis on preventive measures, better use 
of hospitals and reduction of acute care beds. 


Even group practices cannot take on full-time all auxiliary 
staff that might give a good comprehensive service. The 
government should support any developments in practice that 
meet certain minimum standards. Consultants' services (e.g. 
psychologists’) might be made available on a sessional basis. 
V.O.N. nurses might be attached. Well-baby care should be 
given in groups and not in separate health units. 


Group practices might be wise to leave emergencies to the 
hospital. A combination of ‘service by groups and hospitals 
should be worked out to suit the local community. There is 
wastefulness in reduplication. An ambulance service may be 
important and proper financial incentives to patients to use 
the most appropriate centre. 


Governments do not have much experience in planning ambula- 
tory care facilities. Knowledge lies in group practices. 


But governments are not yet geared to thinking about group 
practice any more than fee schedules are developed to en- 
courage grouping. Governments are not collecting the right 
data in order to be able to plan. Group practices do not 
know where to get answers to their questions when they have 
to approach government because so many separate departments 
deal with linked problems. 
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7. Government machinery will have to be changed. It was though 
that communication is presently very inadequate and develop- 
ment of regional planning authorities or collective bargain- 
ing machinery will not necessarily deal with health care 
needs. 


8. Possibly it might be necessary to lock in patients for 
a period to create enough stability in practices for good 
planning. Some concern was expressed about the passive 
people who are not at present making demands on health 
services and are not known to medical practitioners. The 
role of animateurs sociaux and indigenous workers in stir- 
ring up interest in these people was considered briefly. 
Were social activists political agitators, or did they 
represent people with real needs? It was pointed out that 
there have been difficulties in using indigenous workers 
because they lose touch with their own people very quickly. 


9. It was thought that universities were failing to provide 
well-trained professionals for ambulatory care. As well 
they were a disruptive influence for established multi- 
specialty groups because they were liable to affect patient 
flow patterns. 


Although it was to be expected that business managers 
would be concerned about financial problems, the weight of 
financial worries lay heavily upon them. Chase, particularly, 
brought to attention the problem of high-term high interest rates 
The problem was raised on a number of other occasions (in the 
physicians ' seminar (15) , in the design seminar (16) and by 
Ruderman (17)) , High interest rate costs are a heavy burden for 
many groups. Possibly there might be government subsidies for 
group practices if they were prepared to locate in an area where 
their services were badly needed. This form of help might also 
be useful to the innovative groups whose financial problems have 
been considerable. 


It is clear that multi-specialty groups have, to some ex- 
tent, become day-hospitals with high overhead operating expenses. 
Some groups are fortunate enough to do a lot of their work in 
the local hospitals and can, thereby, save on overheads but as 
a clinic gets larger or is located in a larger city, it gets 
more structured and institutionalized and cannot so easily gain 
access to the hidden subsidies.(18) This raises questions about 
present methods of bringing in income. Have the physicians got 
accustomed to overservicing either in the urban clinics or rural 
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hospitals and if so should new financial or other incentives be 
devised to change their habits? 


It was suggested that some patients have become accustomed 
to a high level of service, particularly if they are "the articu- 
late middle class" and they too may have to be given incentives 
to behave in new ways. 


It will be recalled that Ruderman's conclusion was that: 
"There is no proof that economies of scale exist, and a strong 
presumption that they do not", and that "Group practices tend to 
have higher costs of operation than equivalent fields in solo 
practice...costs associated with the use of more supporting per- 
sonnel...more elaborate diagnostic equipment...and in some 
cases, shorter physician hours of work". The promotion of group 
practice, as such, was unlikely to achieve savings in the cost 
of out-patient treatment in such clinics. Thus, it might not be 
useful to promote this form of practice unless cost-saving 
behaviours could be developed. There would have to be changes 
in medical practice, either quantitative or qualitative, as well 
as ''grouping" for increase of efficient and effective medical 
services. 


Smith 611) says: ''There is no difference between so-called 
consumer-sponsored community clinics and true multi-specialty 
groups insofar as cost reduction is concerned. There is marked 
increase in the turnover of doctors in the former, perhaps re- 
lated to lower doctor satisfaction. The professional welcomes 
thoughtful and useful advice from the consumers of medical care... 
(but not when) consumer involvement (is) through boards appointed 
by and responsible to the government of the day." 


He goes on to say that priorities in health care demands 
must be established. Many social problems lie outside the pur- 
view of the medical profession and a lot of time is wasted in 
dealing with unnecessary examinations and screening procedures. 
He believes that the present system of remuneration is best and 
whilst physicians can exert some control through peer reviews, 
governments are also responsible for restricting demand. He sug- 
gests that good use should be made of allied health professionals 
and social workers but they should not be overused. Increase in 
the number of minimal care nursing home beds and a better home 
care service would reduce hospital occupancy and lead to better 
care, particularly for the aged. 
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HEALTH MAINTENANCE ORGANIZATIONS 


An extension of the group practice model is known as 'pre- 
paid group practice’ in the United States. The advantage of the 
United States model is that primary, secondary and tertiary care 
are linked into one system by incentive payments to clinics or 
physicians. 


Greenlick (19) of Kaiser Permanente claims: 


"Group medical practice has been shown to reduce hospital- 
ization rates and to diminish markedly what can be viewed as 
unnecessary surgery. Judging from the high proportion of eligible 
members who receive some form of care each year, accessibility 
seems to be improved. The use of appropriate preventive services 
by members seems higher than in other types of medical care 
arrangements. To some extent this system appears to minimize 
the duplication of effort, personnel and facilities that 
characterizes the individual fee-for-service system. In terms 
of overall cost savings and the ability to provide high quaiity 
care with patient satisfaction, prepaid group practice seems to 
offer major advantages over other systems... Various features of 
this health care alternative are shown to offer potential for 
control of quality and efficiency." 


Mott (20) suggests that it is in this model that "'over- 
whelming evidence'' may be found ''that the operation of a good 
prepaid group practice plan can change the whole balance of 
services towards the ambulatory side, with marked reduction in 
hospital use. Many major plans besides Kaiser have shown this. 
There is less, but still strong evidence, as to the greater cost 
effectiveness of these plans, in general demonstrating more com- 
prehensive services for the same money." 


The U.S. Government has recently proposed that Health 
Maintenance Organizations (HMO) might be a means to the improve- 
ment of the health status of the American people. 


Pearson(2!) has described the proposal in which four 
basic ingredients must be present: 


1. An organized health care delivery system _ which includes the 
health manpower and facilities capable of providing, or at 
least arranging for, all the health services a population 
might require. 
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2. An _enrolled population, consisting of individual persons and 
groups who contract with the delivery system to receive a 


range of health services which the system assumes responsi- 
bility to make available. 


3. A financial plan which negotiates prepayment by individuals 
and families and thereby collects the money needed to cover 
the costs of the agreed upon set of services. 


4. A managing organization which assumes iéeal, fiscal, public 


and professional accountability. 


"A number of active health care delivery systems in the 
J.S. are considered as models for HMO. Their characteristics 
vary quite markedly between prepaid group practices, such as 
kaiser Permanente and the Health Insurance Plan of Greater New 
York and prepaid solo practice such as the Physicians ' Association 
9f Clackamanas County and the San Joaquin Foundation for Medical 


~ 


sare, (22 


"There is tremendous interest and a surprising degree of 
enthusiasm for HMO from both providers and consumers of health 
sare. The concept is sufficiently broad for different inter- 
sretations to be made, and different virtues found. The Congress 
1as already included an HMO option in its Medicare legislation. 
Irganized labour has given the strategy its official endorsement, 
is a valuable step towards national health insurance and as part 
)f a national health plan. Local medical societies and other 
groups of physicians are making plans to develop into medical 
-oundations. Medical schools are interested, and some already 
lave operational HMO and others are planning ones. Neighbour- 
100d health centres are taking steps to convert to HMO. 
lospitals are exploring converting their out-patient operations 
nto HMO. Blue Cross Associations are negotiating with prepaid 
yroup practice plans. Insurance companies and industrial corpora- 
‘ions are exploring the feasibility of HMO, in some cases for 
heir employees and in other cases as an investment. Fifty-two 
srants and contracts have already been let out across the U.S.A. 
(O sponsors from most of these groups. 


"The HMO concept appears to offer the hope that: 


The rising costs of health care can be contained, because 
the incentive of health care workers will be to hold back 
costs since they have committed themselves to work within 
a budget, and stand to benefit, either directly or indirectly 
from money not spent. 
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The maldistribution of health manpower can be contained 

and perhaps reversed. This is because there will develop a 
limit to the number of physicians a well-to-do area can 
support, as well as the potential for profit from practice 
in poor areas which presently offer rather small financial 
rewards to a physician. 


Hospitalization rates will go down, as documented in the pre- 
paid group practices. 


Health care will become more accessible. 

Health care will be organized more efficiently. 

Quality of care will be improved. 

Continuity of care will be enhanced. 

Health manpower will be used more judiciously. 

Physicians may become oriented towards keeping their patients 
well, or at least preventing disability, as reciprocal 
relationships are strengthened by the enrolment process. 
There will be local autonomy, in the American tradition, 

in the way HMO develop; they can be designed creatively at 


the local level within the financial constraints." 


Pearson says there are three major problems with the 


present concept of HMOs forthe U7S.A.% 


The inclusion of care for. poverty groups in the design. 
The magnitude of the financial undertaking. 


The continued fragmentation of health care. 


In addition there are some problems with U.S. laws and customs. 


He believes that HMOs have some advantages which Canada 


should consider: 


(a) cost containment which appears to be a priority for the 
HMO, ''puts the doctor in the position of deciding if and 
how money will be spent for the patient for medical care 
There are positive incentives to economize, 
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(b) flexibility in local arrangements which should avoid 
professional antagonism, 


(c) the bringing together of ambulatory and hospital services, 
preventive and emergency services into one organizational 
model, 


(d) the potential for bringing physicians to work together 
with other health workers, 


(e) the concept of enrolment (or lock-in) which creates a 
partnership between doctor and patient and makes possible 
preventive screening and surveillance. 


CANADIAN COMMUNITY CLINICS 


The clinics in Canada which have some affiliations with 
the Group Health Association of America; the Sault Ste. Marie 
and St. Catharines clinics and the Community Clinics in Saskat- 
chewan; have claimed that they are more effective in keeping 
their patients out of hospital than other group practices despite 
funding arrangements, as they presently exist, creating difficul- 
ties for them. 


The unions sponsored the two clinics in Ontario (St. 
Catharines and Sault Ste. Marie) and the C.C.F./N.A.P. in 
Saskatchewan sponsored 35 clinics. Group Health Associations 
were formed in 1962 in 35 communities in Saskatchewan although 
only 14 clinics were started and only nine survive today. 

Many of the associations were quite unrealistic in their plans 

to attract physicians to small prairie towns, and others which 
did so failed to keep them. There were many reasons for this 

not unlike the reasons Szasz (10) gives for the rise and falling 
off of interest in student-sponsored clinics - the personalities 
of the physicians who became involved, the strong action-orienta- 
tion, and the problems of organizing the clinics on a sound finan- 
cial basis. Above all, however, unlike the reaction to the 
student clinics, there was a strong and militant professional 
Opposition. The clinics felt they were harassed by the rest of 
the medical profession. And because of the political alignments 
of their sponsors they also became involved in the political 
quarrels between the Liberal party and New Democratic party. 
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Hastings et al (24) and Vadya and Kopplin (25) have made 
detailed studies of the Sault Clinic. They conclude that hospital 
are less used by the physicians practicing in these clinics which 
were funded on a capitation basis. 


Anderson and Crichton (26) compared three urban Saskatchewan 
community clinics with 14 other group practices and two 'groups' 
of solo practitioners. The community clinics were funded in exact 
the same way as the other clinics in the province, namely from 
the fee-for-service system administered by the Medical Care 
Insurance Commission. These clinics also used hospitals less when 
they were compared with other clinic groups within the same 
geographic region. It was noted, however, that the greater 
reduction in hospital use was associated, not with surgery, but 
with medical services. It was suggested by the authors that the 
community clinics and other large multi-specialty clinics, which 
provided large volumes of out-patient diagnostic services, may in 
fact have transferred the medical investigation from the hospital 
to the group practice or health centre. Of considerable interest 
was the fact that these economies were found without special forms 
of home care programs. It thus became clear that these community 
clinics may be providing a unique and different kind of service, 
but they have not yet been able to develop this to its full potent 
because funding mechanisms have prevented them from expanding the 
non-physician medical services to the extent which they would have 
liked. 


However, some economies may exist simply because the 
clinics were operating in urban centres where there is a relative 
shortage of beds compared with rural centres. One of the clinics, 
located in a city where more beds were available, showed a much 
higher rate of hospitalization than the other two. It will be 
recalled that some physicians had difficulties obtaining hospital 
privileges, so the clinics may have become inventive about other 
methods of treating patients. 


While some of the physicians were strongly committed to 
the New Democratic Party many were not anxious to have any involve 
ment with party politics. 


The community clinic physicians, who had pushed hard to 
have the Anderson/Crichton (25) study funded, repeatedly said that 
they were anxious to show that they had a better quality of profes 
sional practice than other clinics rather than to demonstrate more 
concern for the poor, although they were also interested in poor 
people. 
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It would appear that the community clinic physicians had 
not found it very easy to work with their Boards although they 
were continuing to explore ways of doing so, particularly in 
Saskatoon and, after an interval of reduced communication, in 
Regina. They seemed to be much more concerned to stand well with 
the medical profession. And, since they were at loggerheads with 
the local medical profession, they appealed to a cosmopolitan 
audience of physicians and other experts in health care organiza- 
tion who could be expected to understand what they were trying 
to do. 


SYSTEMS LINKAGE 


Matthews , (28) who was at one time Medical Officer for the 
Swift Current Regional District, does not think that it will be 
enough just to reorganize the delivery system for primary care 
alone into group practices or community health centres. It must 
be provided within a linked system of primary, secondary and 
tertiary care, otherwise repetitive and unnecessary work will be 
done. 


He reviews the municipal doctor plans of Saskatchewan and 
Suggests that these were the origins of the community health 
centre concept. The members of the Municipal Council formed the 
Board of Directors of the municipal plan which was supported by 
municipal (and later provincial equalization) taxes. In general, 
the physician who was paid a salary was encouraged to carry out 
preventive and curative services. The main problem for citizens 
was lack of freedom of choice of doctor; the physicians had little 
professional support since only the larger plans were able to 
employ nurses, laboratory and x-ray technicians. Some plans 
allowed the physicians to make additional charges for surgery, 
obstetrics, anaesthesia and mileage, and some provided an office 
and a home. But there were a number of changes which led to the 
olans being folded up. 


Matthews recalls that a number of model health centres 
were built in Saskatchewan after 1952 following the Sigerist 
Report (29) which had proposed that rural Saskatchewan should be 
served by a series of health centres serving local communities - 
a physician's office, diagnostic services, space for a public 
1ealth nurse, public health inspector and in some areas an office 
for a dentist, and that these health centres should provide 
ambulatory care to the public with a limited supplement of hospital 


10 - 15 


services. The health centres in time became known as rural 
hospitals. The emphasis was on treatment services provided to 
in-patients; very few supplementary services were developed and 
the health centre concept has made very little progress in the 
past 25 years. Matthews lists what he believes to be the main 
reasons for failure of the concept. 


Wy 


The health centre was organized, financed and under the 
direction of a Union Hospital Board that considered in-patier 
services to be their primary responsibility. 


The health centre was promoted on the concept of a "medical 
model", designed to provide more efficient delivery of phy- 
sicians' services, using other professional staff as supple- 
mentary to the physician. 


In-patient hospital services were insured on a comprehensive 
basis through a provincial plan. Therefore, they were 
available to the patient at no direct cost. 


Comprehensive physician services both in-patient and out- 
patient were available through a regional insurance program 
financed by a regional organization separate from the 
hospital insurance program. 


There was no insurance coverage for the services of supple- 
mentary personnel to provide ambulatory services outside of 
the hospital setting, such as home care, home nursing, 
physiotherapy, medical social services and drug benefits for 
ambulatory patients. 


Dental services were limited to children up to twelve years 
of age. 


The public health services were separately organized and 
separately paid for and were regarded as renters within the 
health centre. 


The physician as a private fee-for-service practitioner rente 
his offices from the health centre. 


The model health centre as recommended by the Provincial 
Health Department which was built in a number of areas, place 
physician services and in-patient hospital services on the 
main floor and all other services in the basement. This may 
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have been an indication of the views of the Health Department 
with respect to priorities. 


10. The major aim of the Health Department was to promote and 
develop universal hospital and medical care insurance. 


Matthews continues: "It is my opinion that community 
health centres will not have any fundamental influence on the 
nature of the health services program unless they include in 
their concept and design certain basic principles: 


1. The sponsoring body should preferably be a public body of 
some kind. 


2. If under some circumstances it is not a public body, then 
it should be a non-profit organization and in both cases 
should reflect substantial consumer participation in the 
sponsoring body. 


3. The health centre should assume the responsibility for a 
comprehensive scope of personal health services to the popula- 
tion they are designed to serve. If a single health centre 
is unable to provide a comprehensive range of services, then 
it should make arrangements for additional health services 
through other health centres, hospitals and other agencies. 


4. The range of services provided by health centres should 
include health promotion and preventive services; diagnostic 
services, medical care, both emergency, acute and long term; 
and rehabilitation. 


5. In order to provide this comprehensive range of services, the 
health centre must either employ or have access to a wide 
range of professional services in the fields of medicine, 
nursing, dentistry, rehabilitation, vision care, nutrition, 
and medical social services. 


6. Coverage should be available and designed to serve the total 
population of a defined area. Although the health centre 
should be designed to meet the special needs of particular 
groups or particular areas, it should not be used as a mechanism 
for dividing the health services between classes of people. 


7. The health centre should be organized in such a way as to 
promote a group practice approach to the health problems of 
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the community it serves. The group should be multidisciplin- 
ary in nature with nurses, dentists, physicians as part of th 
therapeutic team. 


The financing of the health centre should be such that the 
health centre will receive, in advance, payments estimated 
to cover the cost of a comprehensive range of services. The 
amount paid to the health centre should be related to the 
number of persons it serves or the number of families, plus 
the range of services. Optional methods of payment to 
professional staff, a salary system of payment is favoured." 


If health centres are to succeed, says Matthews, the 


following are the prerequisites: 


UL Ns 


2. 


A regional Board of Health with power to coordinate services 


Clear definitions of powers and authorities of health centre 
boards. 


Public representation on these boards. 


A proper legal basis on which health centre organization is 
promoted. Voluntary organization will not be enough. 


Defined relations between health centre boards and regional 
authoriLives:. 


A master plan for all health agencies and institutions 
including private practice is now well established. 


A computer information system. 
Public education. 


Adequate discussion with professionals and development of 
contractual arrangements ."' 


To recapitulate, Roemer (39) has examined the development 


of health centres throughout the world. He says that they are 

a reaction to specialization in medicine and medical care programs 
and have similar characteristics everywhere: they emphasize 
early diagnosis or preventive care, primary health care, family 
counselling and therapy and the avoidance of hospitalization. But 
the health centres need to be backed up by hospitals and so the 
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outcome is regionalization - a call for systematized planning, 
collective financing, and "removal of the health service increas- 
ingly from the entrepreneurial market and establishing it as 4 
social service available equitably to all in relation to need". 


The development of a regionalized system of care is 
important for the distant centres of population. In Russia, 
feldshers are used to man the Siberian health units and can do 


so effectively when ey, are backed by a system of further educa- 
tion and consultancy. (3 ) 


SOCIAL DEVELOPMENT IN QUEBEC 


It is in Quebec, particularly, that the idea of the develop- 
ment of health centres has been closely linked to improvement in 
general social welfare and Quebec appears to have been strongly 
influenced by American ideas about opportunity programs for 
minority groups. 


HEALTH SERVICES ORGANIZATION IN QUEBEC 


A schematic outline of the Organization of Health Services 
as recommended by the Castonguay-Nepveu Health and Social Welfare 
Commission (33) follows: 

ats Goals 


1. General Goals 


(a) improvement of the state of health of the popula- 
tion 


(b) improvement of the state of the environment 
2 Opec iic 
(a) universal access 


(b) regime acceptable to the population 
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(c) quality care services from the scientific, human 
and social point of view 


(d) effectiveness 


It. Health Services Organization 


ee 


Fundamental characteristics of the regime: 
(a) global medicine 


(b) open system: utilizing all the resources of the 
milieu to produce 


(c) responsive to change 

Guiding principles for the organization of the regime: 

(a) determination of the three levels of care: 
peneral ‘care 


specialized care 
supra-specialized care 


(b) establishment of three categories of health centres 


the Lele. (Locak Health Centre) oreG2G.5. 
(Centre Local de Santé) 

the C.H.C. (Community Health Centre) or C.C.S. 
(Centre Communautaire de Santé) 

the U.H.¢} (University Health Centre) or G.H.@ 
(Centre Hospitalier Universitaire) 


(c) regionalization of health services based on three 
erLteria:: 


-minimal population base of 600,000 inhabitant 
-presence of at least one U.H.C. 
-autonomy in the production of health services 


(d) based on these criteria, the Commission concludes 
that there need to be at least three health regions 
in Quebec. 


The Local Health Centres: (C.L.S. - Centres Locaux de 


Santé) 
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(a) 


(b) 


(c) 


(d) 
(e) 
(£) 


meet the needs of a population of 10,000 to 15,000 
inhabitants 


offer general services, ambulatory and first line 
services 


are composed of a team of doctors, nurses and social 
workers 


are accessible within a 30-minute drive or less 
provide integrated and complete services 
are responsible for the health of entire population 


of their respective area and the continuity of the 
Services. 


The Community Health Centres: (C.C.S. - Centres Commu- 


nautaires de Santé) 


(a) 


(b) 
(c) 
(d) 


(e) 


méet the needs of a population of 100,000 to 150,000 
inhabitants; 


offer complete specialized services; 
are accessible within 60 minutes or less; 


are organized according to progressive or graduated 
care; 

-intensive care, 

-continued care, 

SCUICEEMiE Gzire . 

-long term care, 

-home care, 

-out patient care; 


have a minimal size of 300 beds, but in general 
should average 400 to 500 beds. 


The University Health Centres: 


(a) 
(b) 


offer superspecialized services; 


are the centres of research and teaching. 
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6. The Regional Health Offices: 


(a) 


(b) 


(c) 
(d) 


fe ene 


Norms: 


(a) 


(b) 


are to be three in number at first: 
-Sherbrooke (840,000 inhabitants) 
-Quebec (1,560,000 inhabitants) 
-Montreal (3,473,000 inhabitants) 
organs for the control and financing of regional 
systems and institutions; 
are in some sort regional mini-ministries; 
utilize a participation model. 
hospital beds per 1,000 inhabitants: 
Sion LOT tieedAcuLely cick. (2.9 18) Pie oir (ee 
Ose metic Ucn. Gos 
-1.5 for the chronically sick and convalescents 
-0.5 for the chronic psychiatric patients; 
the Commission suggests that the diminution of beds 


be compensated by the development of: 
-home care services; 
-out-patient services; 
-preventive care services; 
integrated in the health services distribution syste 


8. Doctors: 


(a) 
(b) 
(c) 


A model 


integrated in the institutions of the regime; 
work in teams with other health workers; 
remuneration by salary. 


for community health centres; proposed by Alix (34) , 


a social planner in Quebec, is much more complex than that of 


Matthews. 


Not only does he define the basic principles on which com- 
munity health centres should be established, he describes the 
process of adaptation which they would have to undergo in order: 
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(a) to provide, in a dynamic way, the necessary services 
for the population of the district, which should itself 
be changed by the introduction of the centre; 


(b) to develop "teamwork" for, as he says, there should be 
changes in the interrelationship of the staffs of centres 
as new patterns of practice develop in order to meet 
changing community needs. 


Alix began his paper by quoting the legal definition in 
Quebec's Bill 65(35): "un établissement qui, sur une base locale, 
assure a la communauté des services d'action Sanitaire et sociale, 
recoit les personnes qui requiérent pour elles ou leurs familles 
des services de santé ou des services sociaux courants, les 
conseille ou les dirige vers les autres institutions les plus 
aptes a leur venir en aide et, si nécessaire, leur prodigue les 
services de santé ou les services sociaux courants." It is 
necessary, says Alix, to make this theoretical definition opera- 
tional before going on to specify what would be the necessary 
resources for developing centres. Thus his operational definition 
is "une unité de distribution des services dispensés par une 
équipe multi-disciplinaire de professionnels". He proposes the 
development of a manpower matrix in order to provide teams for 
manning programs to be undertaken by a health centre. 


CHART 11 


PROGRAMMES POSSIBLES D'UN CENTRE LOCAL DE SANTE 


Programmes Main-d 'oeuvre Equipement 
A - Education (Education) 

B - Dépistage (Case-finding) 

C - Prévention (Prevention) 

D - Diagnostic (Diagnosis) 


E - Traitement (Treatment) 


F_- Réadaptation (Rehabilitation) 


Of course, he says, there could be subspecialization within 
each of these general areas, e.g. specific programs of health 
education for schools, workers, etc. 
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He believes it is necessary to develop a breakdown of 
this kind because different teams are required for different 
services - a team of district nurses might serve 2000 people, 
while a chest x-ray team might serve 5000. Thus no centre would 
be like any other but would be planned specifically to meet the 
particular needs of the local population. But because it would 
not be possible for all centres to provide all kinds of services, 
the centres would have to be linked into a system and services 
might be transferable from one centre to another if the need 
shifted geographically. Or else, a team which was not much 
needed in one district might have its main office in another 
town where the principal demand for its services was clearly 
demonstrated but could provide service to the other district 
to meet its demand on a travelling basis. 


Whether or not specialist teams should work at the primary 
or secondary level will depend on local circumstances. For examp 
an asbestos mining town may need to have its own chest x-ray 
service at the C.L.S.C. (This would normally be regarded as a 
specialist service in any other circumstance to be provided at 
secondary levels of care.) So there may have to be adaptations 
in planning to make sure that specialist services are placed wher 
required. 


Because the centres have to be responsive to local needs 
it is important that communication networks be good. The staff 
in the centres must be aware not only of the local milieu but 
also be able to communicate well with the health service system 
generally about these needs and how to resolve them. 


In order to discover what are the local needs there must 
be liaison with other institutions - schools, the welfare depart- 
ment, etc. It is important, then, to try to ensure that regional 
districts are the same for all services - health, education, 
welfare, municipal government. 


The idea is to develop a possessive feeling among the 
inhabitants about their locality, so 'grey zones' must be ended 
if participation and decision-making are to be developed on a 
sound basis. The emphasis is on community and slow growth of 
services to meet community demand. 


As mentioned before, Alix sees that this emphasis on 
community will challenge the power of professionals as it now 
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exists. They will be expected to hand over some of their power 
to semi-professionals and consumers. He describes this as "une 
multi-disciplinarité humanisée puisque l'objet méme du systéme 
est l'homme". 


He does not think the development of community health centres 
will be rapid because there will be resistances. Voluntary 
demonstration models will be necessary for a long slow apprentice- 
ship of physicians and other professionals to the new approach. 

"Is the first stage the reallocation of power within the team?", 

he asks. There should be a more equal distribution of rewards 

(the method of payment is not Significant but equality is). He 
thinks it will take a long time for members of a team to be able 

to look at problems in the way that other members do, "therefore 

he would keep teams small: "The more in a team, the more problems, 
the more likelihood of conflict." 


It is important, he believes, to evaluate continuously and 
make adjustments. 


Discussing the place of health centres in the total system, 
ne’ pointes “out that the Castonguay Report visualizes both a public 
and a private system working alongside one another but the public 
centres will be controlled by autonomous local communities. This 
will create problems of interdependence and he foresees problems 
of professional inflexibility unless structural solutions are 
provided to develop "complementary roles". 


It is easier, he admits, to plan for rural than for urban 
areas where services are already'well established on an entre- 
preneurial basis and where there is more stability in population 
and demands for service. He suggests that there may be difficulty 
in urban areas when established conservative medical professionals 
are challenged when professional power is to be replaced by bureau- 
cratic power. ''The strategy of the change", he says, "is as 
important as the change itself". 


COMMUNITY CARE 


In Quebec, the Ministries of Health and Welfare are combined 
into one Ministry of Social Affairs. Thus it is proposed that 
the local and community health centres will be centres for informa- 
tion about social services, referral agencies for those who need 
appropriate professional help and sources of community action. 
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The relationship between the health and social services at 
the local level has still to be worked out. What is to be the 
appropriate funding of health and social services and how will 
this be determined? 


Canadian governments may feel that in promising to meet 
medical care needs they were opening Pandora's box, but much more 
has still to be done as they move further into "community care” 
as the British call it. In Canada the usual expression is ambu- 
latory care but that does not really convey the idea that 
Canadians have reached a new stage of thinking. 


"Ts it appropriate to recommend the transfer of investi- 
gative services from the hospital to the ambulatory clinics witho 
providing a national form of sickness insurance or compensation 
to pay for the increased personal costs involved?" asks Anderson ( 
In other words, to make this transfer without developing a new 
form of social insurance could, in fact, make the community 
health centre more the model health care delivery system for the 
middle-class and further aiienate the poor. Does this mean then 
that 'free clinics' may have to go into homemaking and baby- 
sitting services? I really think so. The economic burden to 
the lower-class family of caring for the sick and disabled at 
home and the competition with its wage-earning capacity when it 
is asked to provide care is, to me, socially reprehensible. I 
feel that health centre development may in fact serve to impede 
the equitable distribution of resources." 


Great Britain has been committed to the idea of developing 
"community care'' since the Mental Health Act, 1969 and the Com- 
munity Care Plans, 1963, were introduced. But the concept of a 
'welfare state' had been developing for many years before this. 


The first reaction was to develop more courses for the 
training of professional social workers and to reorganize their 
work and responsibilities. Later, attention was given to trainin; 
and deployment of volunteers. Now, questions are beginning to 
be asked about the families who have to bear special burdens of 
chronically sick or disabled members in a society supposedly 
concerned about equality of opportunity. Some modifications in 
legislation relating to sickness insurance and payments to the 
long-term disabled have been made in recent years, but there is 
no doubt that families with sick, disordered and disabled members 
are penalized. Many recent articles explore the shortage of 
social workers (37) or "the desperate shortage of suitable accom- 
modation for various categories of people, and the ways in which 
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social workers surmount difficulties for their clients by indirect 
action and attempt to keep a proper choice open for their clients 
all the time"(38). Others(39) discuss the problems of getting 
families to cope: "Some idealists believe that substantial 
numbers (of retarded children) will be able to go back to their 
homes in the near future and that others, particularly children, 
may be fostered or adopted. Unfortunately, there is no evidence 
whatever to support these views. Parents with mentally subnormal 
children at home frequently get minimum or no support from the 
welfare services. Friends and neighbours are often unsympathetic 
and many mothers become completely housebound and socially 
isolated. Often it is impossible to find anyone willing to look 
after the child even for short periods." 


Geriatric needs and facilities are known to be inadequate. 
Medical problems have been much easier to solve than social 
problems and many studies have shown that hospital beds taken up 
by old people are filled by those in need of nursing, not medical 
care (40) , They are often single old people - unmarried or widowed 
without support in the home(41) , 


"There is a certain ambiguity in casting a health care 
system in the role of an instrument for securing social justice. 
tierce 1s..0f Course, a. distributional aspect in the delivery of 
medical care itself: Do all people have equal access? But a 
health care system is more than a machine for delivering purely 
medical facilities...This dual aspect of the problems facing a 
health care system, the intermingling of social with medical 
morbidity needs (renewed) stressing today... For, given the 
increasing costs of providing medical services, it is now more 
than ever questionable whether a health care system is the right 
instrument for dealing with social problems... To’ the extent that 
a health service is asked to play a more general socially sup- 
portive function, it is being cast for a role where the medical 
profession's traditions are a major obstacle and where the skills 
involved can often be supplied at lower cost by others. If this 
view is correct, then the main objective for the future should 
be to contain rather than expand expenditure on the health services 
as such, but to integrate them more closely with, and divert any 
extra resources to, the socially supportive services" (42) , 


10 - 27 


SUMMARY 


A study in Eastern Ontario found that patients were 
satisfied with a relatively unsophisticated medical care service. 
They wanted more access to dental care. Is public demand related 
to pain? If so, medical care is at a different stage from 
dentistry, and public need and public demand have become very 
confused issues. 


In 1951, a Canadian Sickness Survey indicated that lower 
socioeconomic income groups had higher levels of disability and 
that the highest demand for medical services came from the top 
two income groups. Where there was a comprehensive medical 
service in Swift Current the pattern was different. Possibly 
the introduction of medical care and hospital insurance have 
changed the 1951 patterns of demand but we do not know because 
there is no recent survey evidence. 


There appears to be need for some change in administrative 
organization of services. Rein examined the U.K. evidence and it 
showed that free access to health care led to greater use by 
lower socioeconomic groups. Screening by general practitioners 
assisted equitable distribution but led to many referrals to 
specialists. Rein thought there might be a conflict between 
equity and adequacy. 


Group practice is suggested as one improved form of 
organization. Presently it has no legal recognition. Community 
clinics and multi-specialty groups share many problems of uncer- 
tainty in management. Many power struggles exist within groups 
and between groups and other institutions in the community. The 
business managers identified a number of these internal and 
external problems. 


Capital costs are one special problem, as are operational 
costs of multi-specialty groups and day hospitals with high over- 
heads. They do no get hospital subsidies. 


Multi-specialty groups were said to offer an alternative 
service to community health centres. They appear to be better 
able to retain physicians. But physicians will not welcome 
consumer control through Boards responsible to government. 
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Possibly much of the work of multi-specialty groups should 
be done elsewhere by social workers and others. Improved nursing 
home and home care services could take a lot of weight off 
physicians. 


Health Maintenance Organizations are being developed in 
the U.S. on the Kaiser Permanente model. It is claimed that this 
form of organization minimizes duplication of effort, personnel 
and facilities and changes the balance towards ambulatory care. 
There is some evidence of greater cost effectiveness. HMOs are 
charterized by an organized delivery system, an enrolled popula- 
tion, a financial plan and a managing organization. HMOs may 
be sponsored by physicians, consumers or others. The main 
advantages are cost containment, flexibility of local arrange- 
ments, the bringing together of ambulatory, hospital, preventive 
and emergency services into one model; the potentiality for 
getting physicians to work with other health workers; and the 
concept of enrolment with greater potential for prevention. 


Doctors in Canadian community clinics claim that they 
make less use of hospitals than other physicians and to some 
extent these claims have been substantiated. They may have 
developed a unique kind of service which has not reached its full 
potential because of funding difficulties. New roles for allied 
health professionals have been tried out in these clinies. 
particularly using social workers and members' relations officers. 
Many group health associations that were formed to sponsor com- 
munity clinics have not been successful in getting clinics going 
or maintaining them. There has been great hostility from the 
medical profession. The group health associations became involved 
in political quarrels. 


The physicians of these clinics were anxious to stand well 
with the medical profession - internationally if not locally. 
They seem to have emphasized this more than their concern for 
lower socioeconomic groups. 


An attempt to develop health centres in Saskatchewan 
following the 1944 Sigerist Report may have come too soon. When 
federal monies became available for hospital construction, the health 
centres became rural hospitals. In some cases public health workers 
were located in the same building. This experience provides some 
guidelines for future development of community health centres. 
Matthews says if they are to succeed they will have to be part of a 
total system with public or non-profit sponsorship. Regionalization 
will be particularly important for remote areas. 
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In Quebec the development of community health centres has 
been closely linked to improvement in general social welfare, cor 
munity and individual development. A model for community health 
centres describes the processes of adaptation: 


(a) to provide in a dynamic way the necessary services for 
the population of the district which should itself be 
changed by the introduction of the centre; 


(b) to develop team work for there should be changes in the 
interrelationships of the staff of centres as, new pat= 
terns of practice develop in order to meet changing 
community needs. 


The development of modular teams would enable community 
health centres to meet needs as they arose and to adapt to 
changing needs. The emphasis on community involvement would mea 
that teams would have to be prepared to share their power as the 
community members developed into full participants. The develop 
ment of community health centres will be slow. Resistances will 
be strong. Teams will not be easy to develop. It will be easie 
to start in rural areas where there are presently few services. 
At the beginning the new system will have to co-exist with the 
old. The strategy of change is as important as the change itsel 


In Quebec, community health centres are to be centres of 
social information as well as medical care centres, but this may 
be easier to achieve in Quebec than in other provinces, for in 
Quebec health and welfare services are the responsibility of one 
Minister. Yet it seems unlikely that ‘community care' can be 
developed much further without this linkage. If patients are 
to be treated on an out-patient basis instead of being hospitali 
they and their families will have to bear higher costs. The 
development of community health centres without social support 
services would put a greater burden on the poor than on the midd 
classes. 


The development of community care in Britain has not been 
untroubled. The emptying of chronic care institutions for re- 
tarded children, geriatrics, mentally ill, etc. put burdens on 
the family because neighbours are not usually willing to give 


long-term, and sometimes even short-term, support. It may be 
necessary to reconsider reallocation of resources between health 
and social services. Health care may be better provided by prof 


sionals other than the medical profession. 
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CHANGES IN USE OF ESTABLISHED SERVICES AND OTHER INNOVATIONS 


It was thought to be important for the Community Health 
Centre Project to examine the innovations in institution in the 
ambulatory care sector in recent years in order to see what 
professionals and patients were trying to change in the present 
system of delivery. A series of case studies was commissioned. 


EMERGENCY ROOMS AND HOSPITAL OUT-PATIENT DEPARTMENTS 


It would appear that emer eency rooms are the safety net 
of the medical care system. New ) who reviewed studies of changes 
in their use in recent years, says "Many persons who use the 
emergency room services view it as a place where they can receive 
primary as well as emergency care. In the reported studies, 
usually 7-10% of all cases are emergent, another 30-40% of the 
cases are urgent and the remaining non-urgent, by standard 
definitions of what physicians consider as criteria of emergency. 
A second fact from most studies is that emergency room use is 
rising at a far greater rate, even taking into account population 
increase, than other hospital usages, including in-patient, out- 
patient clinics, etc. Thus some of the patients undoubtedly view 
emergency rooms as places where primary care is delivered... 
Emergency room use has to be seen in relationship to specific 
population groups and also... within the context of the other 
health agencies which surround the emergency room..." 


"In Toronto, the experiences of the clinics in the Chinese 
and the Portugese areas are that the local citizens utilize these 
because some of them do not know how to cope with and have little 
knowledge of the (doctors' offices and) hospital settings as 
places to receive care." 


Anderson (2) points out that some confusion may exist about 
the purposes of emergency rooms and out-patient departments 
because of the historic position of out-patient departments in 
some of the large hospitals in city centres before medicare was 
introduced. For example, at the Vancouver General Hospital, a 
comprehensive charity clinic gave service to the medically indi- 
gent. Elsewhere dispensaries were attached to the hospitals. 
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New continues: ''From the most extreme point of view, it 
can be said that emergency rooms are community health centres. 
Because emergency rooms in most large hospitals are operated all 
the time, the population has access to these at any time. At 
the same time, as they now exist, emergency rooms do not really 
function as an integral part of the health system. They are 
seen as providing ancillary-emergency services only. Thus the 
allotment of space, the allocation of personnel and the reim- 
bursement schemes are all structured as separate parts of the 
larger whole, usually a hospital... 


"There is some evidence that physicians, especially those 
who do not have hospital appointments, are using emergency rooms 
as their own offices or are sending patients to emergency 
rooms to receive care that they cannot render in those hospitals. 


"As most emergency rooms are structured now, they presum- 
ably provide service that 'standard' health care institutions 
do not provide. Yet because of the demands, hospitals are now 
trying to staff emergency rooms with full-time hospital-oriented 
personnel. In essence these hospitals are creating hospitals 
within the hospital, or creating a full-time clinic within the 
hospital to deliver ambulatory care rather than solely emergency 
care. How patients and staff view emergency rooms affects the 
utilization of these places." 


"In America, newly established Neighbourhood Health Cen- 
tres have drawn off clients from emergency rooms but there is 
some evidence that users of these clinics also use emergency 
rooms and hospitals... This seems to suggest that community healt 
centres may be used simultaneously with other health facilities 
including private physicians' offices." 


New says, "The main difficulty in discussing emergency 
room function is how one perceives their functions and how 
emergency rooms exist in the structure of the health system. 


"This (use of emergency departments as well as or instead 
of doctors' office services) brings up the question of pathways 
that patients take to seek care before they enter into the 
health system. Increasingly, we are recognizing that patients 
do not necessarily seek help from what society deems as the most 
competent and qualified health resources, such as physicians or 
hospitals. Nor do patients seek help in what we may consider as 
a rational way. They use a variety of resources and, depending 
on what they hit on first, they may then take some path which may 
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or many not ultimately lead them to a physician. Along this 
route, certain barriers are encountered which may send the 
patient off on another tangent." 


"In one sense, these barriers or gates are erected by the 
health professions or health institutions themselves. Such 
accepted routines as appointments, referrals, and hours when 
patients are seen may be seen by the patient as barriers. Medi- 
cal centres consisting of complex functions may be highly 
desirable from the standpoint of health professionals, but they 
are seen as a maze of corridors with anonymous workers behind 
different colored doors by patients. The proper channelling of 
patients through this maze, with required forms and schedules, 
can easily be interpreted by patients as non-welcoming signs 
rather than part of the smooth flow of patients through to the 
next station. All these can be defined as part of a hostile 
environment by persons not acquainted with the health system, 


"Thus even before the patient has a chance to pass into 
the health system they are blocked, or at least they perceive 
some blockage; they repair to simpler modes of seeking health 
care into the emergency rooms." 


New does not focus attention upon the problems which 
middle-class patients also have, perhaps because these have not 
been much studied in Canada: Many of these patients are having 
to seek emergency room services for urgencies, either because 
their doctor closes his office in the evening and at weekends 
and will not do house calls, or because they move to a new town 
and find that all the practices are "closed", (3) 


In some places, personnel in medical arts buildings and 
large group practices have tried to meet this demand for urgent 
care by developing dressing rooms which are always open for the 
patients of doctors working in the building (4) , The doctors 
have a rota system for manning this service. 


The hospitals themselves seem to be anxious to develop 
their emergency rooms rather than close them down or narrow 
their function to deal only with disasters. In a discussion 
with hospital administrators it was made clear that they wished 
to see their emergency rooms developed into community health 
centres. 


1 Eee 


"But", New continues, "hospitals and established health 
care centres apparently are not viewed by some segments of the 
public as being able to cope with their problems. This is 
certainly what happens to the young who eschew these places 
in favour of the free clinics, and the recent immigrants are 
intimidated by their inability to sort out the routes to take 
or whom to see in these places." 


YOUTH CLINICS 


Tonkin (6) has described the street and free clinics which 
developed in British Columbia. He identifies the major areas 
of need which each tried to meet: 


1. “assistance with survival: information, housing, nutrition 
and income; 


2. health education and care in the problems of sexuality and 
reproduction; 


3. legal aid and crisis aid, especially related to drug abuse; 


4, primary care for minor episodic illness and infectious 
disease including hepatitis, lice, URI's, skin infection, 
Gees 
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5. emergency care for trauma." 


He reports: "Many of the alternate resources developed 
to meet the needs of youth have operated outside of the funding 
and professional constraints of the larger system. As part of 
the "alternate society" movement, free clinics represent an 
attempt to develop a new organization but seem to end up by 
looking very much like an O.P.D. but with less to offer. It is 
likely that the need for change within the system has been made 
less pressing by the development of these alternate resources. 
Certainly the response of the traditional elements of the health 
care system has been hard to detect...for these centres have not 
had a major impact on the total health care system." 


He divides young people in search of services into two 
groups - the counter-culture of transients and immigrants and 
traditional youth. Both have unmet needs but "traditional" 
youth often has access to insured services, to their family 
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physicians, while alienated youth are usually "medically indi- 
gent" and eligible for only care from 0.P.D. and emergency 
departments. 


For the 10% of medical problems which are traumatic, 
the emergency departments are used, for the 90% of other problems 
they are not. "For many...these facilities represented an alien 
and unsympathetic resource...Often, especially in the area of 
drug abuse, the skills and resources of these departments were 
inadequate..." "Traditionally" youth have problems which they 
do not wish to bring to the attention of their family physicians, 
e.g. V.D., contraception, abortion. Particularly in the area 
of soft drug abuse, lay and self-help groups have become in- 
volved. Street services and alternate types of health care have 
Sprung up in the city of Vancouver. The V.D. service have 
radically altered their style and continue to play a ma jor 
Service role. A 'detached' nursing service has been developed 
working out of the public health department. Special kits of 
literature and medical supplies have been made available to all 
offices. Between June and August, 1971, 698 transients were 
seen; one-third in public health offices, the remainder at youth 
hostels. The majority (389) came because of minor injury, ill- 
ness, skin infections or intestinal disorders; 107 were seen for 
suspected V.D., 89 for general health information or advice on 
finance, 51 for contraceptive advice, eight because of emotional 
disturbance and eight for drug abuse. 


CLINICS FOR SPECIAL NEEDS? 


Some evidence that there may be differences in the needs 
of different age groups was produced by Sternlieb and Munan(8) 
who surveyed some 1400 young adults in Quebec. They found that 
40.2% of their respondents would like to have had a youth service 
serving all younger age groups. There was a difference in the 
response of workers, training centre and university students, 
from those of junior college and high school students, the latter 
wanting the special youth services. Youth clinics were perceived 
to be specialist information centres for sex education, drugs, 
V.D., alcoholism, family planning and contraception. Problems 
the respondents would like to have had solved were 'nervousness' 
29.2%, dental problems 27.2%, menstrual problems 10%, acne 18237; 
health worries 9%, headaches 8.9%, obesity OR DIV 3s fies 
Sthers fry 7. 
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Sternlieb and Munan examined in detail the respondents' 
listing of 'personal problems'. They suggest that the problem 
of 'nervousness' shares many of the characteristics of the 
personal problems listed, ''as such it becomes a disease and 
falls out of the category of entities accessible to traditional 
medical approaches and into that with social etiologies... In 
practical terms... this means that the youth clinic as pres- 
ently structured with its medical orientation, may be more suited 
to handling the problems with biologically based etiologies than 
in confronting the totality of problems... In all, 535 responses 
out of 1181 respondents related to practices of consulting medi- 
cally unqualified persons... on matters of health."' (They may 
have consulted both: the questionnaire did not distinguish). 
"Major personal problems of youth brought out by this study are 
not of drug use. They are, rather, associated with the social 
institutions and relationships into which the young are initiated, 
with which they are trying to cope or from which they are trying 
to be severed." 


Studies of the use of family planning clinics also indi- 
cate the need for an easily accessible and technically sound 
service. 


In another study in the same area of Quebec, Vobecky, 
Kelly and Munan(10) found that only 65% of elderly people were 
getting service from a physician. It is thought that the problem 
of neglected old people is not dissimilar in British Columbia. 


STUDENT CLINICS 


The student clinics, which reached the height of their 
popularity in Canada in 1967-69, were developed, says Szasz (6 . 
in a special climate of student radicalism. He has examined 
the documents which describe the origins of these projects, in 
the university towns of Vancouver, Winnipeg, Edmonton, Toronto, 
Montreal, Sherbrooke, Ottawa, Kingston and Halifax. "The combi- 
nation of personal needs, social forces and timely opportunities 
which have stimulated individuals or groups of individuals are 
complex and probably not even recognized in retrospect...'' He 
Says that he doubts the validity of the list of reasons given 
for establishing these projects. He believes that "certain 
projects were established mostly because of the students' unful- 
filled personal needs. The need to control others, to release 
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frustration with the educational system or to excel in a new 
and different field may have been more compelling reasons than 
any of the documented needs for new types of health care 
services", 


"The playing out of personal needs resulted in some very 
strongly action-oriented, poorly organized, often haphazard 
projects, which were often stamped by the personalities of the 
initial workers, many of whom were labelled 'student activists". 
The "student activism' label has often held back faculty members 
and; win. fact, a majority of students from becoming involved in 
a form of practice or social action which might be considered 
"different '", 


OTHER NEW MODELS 


Before leaving the discussions on innovation, it is impor- 
tant to stress again: 


(a) the demonstrations of the expanded role of the nurse 


(b) the CELDIC concept which moves out beyond the health 
centre facility and into the community itself. It 
develops a broad concept of health care which chal- 
lenges the present professionally oriented, institu- 
tionally centered models. As Coates (1 says, ''Men- 
tal health problems should be regarded as primarily 
manpower rather than technological or institutional 
problems"... His chart explaining the CELDIC orien- 
tation appears in Chapter 2 (Chart 3). 


ANALYSIS OF THE CASE STUDIES 


The CHC Project commissioned case studies on innovative 
developments. Newt1 who was asked to analyse the case 
material did not examine the community sponsored group prac- 
tices but chose to look at: 


(a) Some employee health services (company town services) 
which have now been developed to serve local commu- 
nities 
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(b) Hospital emergency departments 

(ce) Youth Clinizes 

(d) Student clinics 

(e) Quebec CLSC 

(£) Clinics developed to serve minority ethnic groups. 


He perceived that the newer centres were "a response 

to political unease, citizen demands for health care, medical 
student unrest, general disenchantment with the medical estab- 
lishment and a desire for local control. The growth of these 
centres is partly due to the general decentralizing process of 
health services and partly to health problems encountered by 
specific population groups, such as drug use among youths or 
breaking the poverty cycle among the poor". 


"Thus'', he continued, "a community health centre is not 
just another health delivery service consisting of clinical 
and organizational components, but (it is viewed by me) as a 
political organization as well. It is a place where concerned 
citizens and health professionals, alike, would like to exert 
some control over the management and operation of the centre. 
Up to now, most health service organizations have been controlled 
by the professional staff. To be sure, hospitals and social 
agencies dealing with health have "lay" boards, which deal 
mainly with financial, planning and possibly inter-agency insti- 
tutions. Now, an increasing number of citizens want control 
over the day-to-day operations of health institutions, especial- 
ly those with the word 'community!' attached to their names. 
However, citizens and professionals have different degrees of 
involvement and different perceptions of ideal amounts of involve- 
ment in the political and health delivery aspects." 


He proposes the use of two paradigms (Charts 12 and 13) 
to explain the differences of perception of professionals and 
citizens who are involved in the innovative health centres. 


Chart 12 


PARADIGM I: PERCEPTION OF PROFESSIONALS ON CONTROL OF 
ACTIVITIES IN COMMUNITY HEALTH CENTRE 


CONTROLS OVER ACTIONS 


Health delivery 


Po bittical Organizational 


PERSONS Cirimene Partici- non-involve-| minimal 
INVOLVED 7 pation ment participation 
Profes - non- 


Control participation 


Sionals involvement 


Chanitells 


PARADIGM II: PERCEPTION OF CITIZENS ON CONTROL OF 
ACTIVITIES IN COMMUNITY HEALTH CENTRE 


CONTROLS OVER ACTIONS 


Health Delivery 


Political clinical _prganizational 
PERSONS Citizens control control 
INVOLVED 


minimal 
Control! 


Profes- involvement | advocate 


sionals 


He points out that, in general, the new centres have had a 
stormy existence. ''They may be seen as well-defined structures 
or organizations, but at the same time, they may also be seen as 
events that come and go." 


"While we recognize the dangers involved in the use of 
paradigms to explain events, they may help to clarify the 
reasons why some of the existing community health centres are 
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faltering or in danger of collapsing. The paradigms best repre- 
sent what takes place in centres which (1) have evolved out of 
community demands, and (2) have been established by forces 
outside of the community and, at a later point in time, have 
been subjected to community demands for control. In Canada, the 
first could be exemplified by the North End Clinic in Halifax, 
Nova Scotia. The second is typified by le C.L.S.C. d'Hochelaga- 
Maisonneuve in Montreal, P.Q. Although most of the community 
health centres in Canada follow fairly traditional lines of 
professional control and operation, in the future there is good 
probability that some community residents may want more of a 
voice in the daily operations. 


"Citizens and professionals perceive problems of control 
differently. Professionals are most concerned with control over 
the clinical aspects of health delivery. They are well-trained 
in this area and they justifiably feel this is their domain. For 
those physicians who work in community health centres the more 
that their practice approximates solo practice, the happier they 
are. In the clinic at Churchill sponsored by the University of 
Manitoba, even though team work is stressed, physicians find it 
difficult to accede to this. Even in Pinawa Hospital, a ''company 
town'' operation, where physicians are encouraged to refer 
cases to each other, this is seldom done. For physicians who 
specialize, Dr. Ursula Anderson(1¢) finds that paediatricians 
and family physicians have difficulties in working together. 
Thus, when it comes to the matter of controls, physicians act 
as a closed corporate group over clinic operations. The preferred 
mode of operation is indeed "hands off" from the citizens." 


New goes on to say that, on the other hand, most health 
professionals, especially physicians, do not really want to 
spend time in dealing with the political problems of operating 
a community health centre. They may be glad to leave the citi- 
zens on the sponsoring boards to participate in the political 
arena, to try to get more resources for them. "As far as 
management of health delivery is concerned, professionals want 
some participation, but not necessarily control over all spheres 
of organizational management. They would probably tolerate 
minimal participation from citizens, such as over the choice of 
para-professional staff or how the space in the waiting room is 
to be allotted." 
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"The perception of interested citizens is quite different. 
We hasten to reiterate that most community residents are apa- 
thetic over the fate of the health centre. For instance, even at 
the North End Clinic, most of the citizens really have little 
involvement in the operations of the centre. They would just 
like to have health care whenever they want it. For the inter- 
ested and involved citizen, however, they want total control 
over the political spheres and the management of the health cen- 
tres. In the clinical area they would like to have some partic- 
ipation, recognizing that many strictly medical routines are 
beyond their capabilities. However, citizens do not view health 
services narrowly, involving physicians only. They feel 
appropriate functions could be carried out by non-physicians, such 
as nurse practitioners, medical assistants, and health aides of 
various types. 


"Citizens also feel that health professionals should be 
involved in the political area because here is where the profes- 
sional could lend his prestige in getting money or influencing 
legislators, or even holding press conferences to tell the rest 
of the world how awful current medical services are, Citizens 
would like health professionals to be their advocates in the clin- 
ical area and should have some participation in the management of 
the helath centre. 


"The main reason citizens would like to have professionals 
involved in the political area arises from the fact that the 
citizens do not view the health centre as a place where only 
health care is delivered. From this Standpoint, the suggestions 
put forth by the Castonguay Commission come close. It views 
the 'communautaire locale' as a place where many different 
functions are carried out, in the area of housing, education, 
recreation, social services, besides health. Some citizens in 
Quebec Province want this scheme of delivery carried out even 
further, by direct funding to local citizen groups rather than 
through some intermediate agency. In other words, they want 
total control over management and over the political spheres. 


"Most health professionals, of course, see community 
health centres operating only in the service area. The centres 
should deliver high quality and competent care. For the few 
health professionals who adopt the advocacy role, they are 
labeled as "deviants", or even traitors, by their peers. 
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"We feel these paradigms may explain the conflicts and 


problems which occur in community health centres. The goal 

of delivery of health services to all may be the same for both 
citizens and health professionals, but they differ in the ways 
to arrive at these goals." 


SUMMARY 


Innovative services other than community clinic (group 


practice) models have been developed as follows: 
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Emergency rooms. These are the safety net of the medical 
care system: 7-10% of cases are urgent, 30-40% emergent and 
the rest non-urgent. The rate of use is rising. Some users 
may be unable to cope with the formalities of doctors' 
offices, others may have become used to hospital out-patient 
departments in the days of charity clinics. Some physicians 
use emergency rooms as their offices. Patients may use 
emergency rooms in addition to other services. It is impor- 
tant to consider how people perceive and how they get to 
emergency rooms and what function they serve in the total 
System. What are the barriers which make patients unable to 
cope with doctors' offices or, in the case of young people, 
even with emergency rooms, so that they want their own youth 
clinics. Hospitals seem to be keen on developing emergency 
rooms into community health centres. 


Youth clinics. These were developed to meet the following 
needs: assistance with survival, health education partic- 
ularly in problems of sexuality and reproduction, legal 
aid and crisis aid particularly related to drug abuse, 
primary care for minor episodic illness particularly 
infections, emergency care for trauma. They were part of 
the counter-culture movement. Youth clinics provide a low 
standard of service but seem to have been able to meet the 
needs of this group. 


Surveys indicate that special clinics may be useful for 
particular groups - young people, old people, and for 
family planning advice. 


Student clinics. These were developed between 1967-69 in 
university towns in a special climate of student radicalism. 
It appears that certain projects were established mostly 
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because of the students' unfulfilled personal needs and 
the playing out of these personal needs resulted in some 
very strongly action-oriented, poorly organized often 
haphazard projects. The student activism label hindered 
the development of some of these clinics: 


Demonstrations of the expanded role of the nurse. 


The CELDIC model. This presents a broad concept of commu- 
nity health care which challenges the professionally orien- 
ted, institutionally centred models. Mental health problems 
are primarily manpower rather than technological orsin- 
Stitutional problems. A chart (shown in Chap. 2) indicates 
how cases may be found, dealt with and lost. 


Case studies were also made of a company town in Manitoba, 
three Quebec C.L.S.C. which had come into being, and 
several other clinics developed to serve minority ethnic 
groups. New perceived, that these newer centres were a 
response to political unease, citizen demands for health 
care, medical student unrest, general disenchantment with 
the medical establishment and a desire for local control. 

A community health centre has medical, clinical and organi- 
zational components but it is also a political organiza- 
tion. The views of physicians and of clients about control 
are not the same. Most community residents are apathetic 
about health care delivery but some, particularly some 
minority groups, think that the medical profession could be 
more sympathetic, even might become advocates for their 
needs. They do not feel that health centres are only for 
medical care but could be centres of social advancement. 
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STRATEGIES OF CHANGE AND ONGOING PROCESS OF CONTINUOUS ADJUSTMENT 


Certain of the information contained in this chapter has 
been discussed previously. It seems advisable, however, to 
restate it in introducing the discussion on strategies of 
change. 


THE OBJECTIVES 


The reasons given for reorganization of the existing 
System of health care seem to fall into two main categories: 


(a) Systematic planning is likely to ensure that better 
use is made of resources. 


(b) There is some political pressure for a redistribution 
of power among professionals and from professionals 
to the public. 


In order to meet both of these objectives, reorganization 
would be necessary at two levels: 


(i) the system level, and 


(ii) at the point of delivery of services where 
patients meet professionals and service is given. 


SOME PROBLEMS WHICH GOVERNMENTS WISH TO SOLVE 


Many arguments in favour of setting up community health 
centres are systems arguments. It is clear that setting up more 
centres, however well organized, within the present system, are 
unlikely to improve dramatically the health care of Canadians, 
for it has been demonstrated that the failure lies in relating 
the different parts of the service to each other so that resources 
are used effectively. It is also very difficult to establish 
new forms of delivering care because of the administrative 
and legal barriers set up by the shared-cost fundings, fee-for- 
service payment systems, licensing, registration and other legal 
provisions. 


a ay: 


A number of systems problems can be identified. To 
recapitulate, these are: 


(a) incentives to physicians, patients and hospitals are 
all in favour of filling hospital beds. There is no 
generally accepted set of criteria for determining 
what are emergency, urgent, and elective cases for 
admission to hospital. Hospital beds are unevenly 
distributed and, consequently, different criteria are 
applied in different places. Some provinces have a 
declining population and a good supply of hospital beds 
overall, other provinces with growing populations are 
hesitant to open new hospitals (being aware that 
efficient care can be given with a ratio of two or 
three beds per thousand population instead of having 
a ratio of six to seven per thousand as in some provinces 
but there is strong pressure from rural communities to 
have local hospitals. Rural communities do not seem to 
take readily to being made to have out-patient services 
only and Canada's distances and the winter snows prevent 
the easy solutions available to countries with popula- 
tions living in close proximity and with milder climates. 
People seem to wish to have in-patient beds at the 
primary care level and this may be technically necessary 
for isolated districts. It may be politically necessary 
in less isolated places for, if these are regarded as 
important electoral communities to the provincial 
politicians, then existing hospitals are unlikely to be 
closed down and new hospitals may even be built.* 


* The British Columbia Hospital Insurance Commission has recently 
been experimenting with designs for small rural units. The 
basic module is a diagnostic assessment and treatment centre 
for simple medical work. It houses the doctor's office, 
examining room(s), a dressing room and 3 day beds. To it may 
be added seven more beds and a kitchen facility in the second 
module. This addition was intended for isolated communities 
as an in-patient facility, but the politicians are under great 
pressure to put in 10 bed units wherever any facility is 
being constructed. 
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(b) 


(c) 


(d) 


(e) 


In the large urban centres there is often a relative 
shortage of beds, and hospital privileges and wait- 
ing lists become 'political' matters. It is partly 
because of this contrast between urban and rural 
areas that questions are beginning to be asked about 
definitions of out-patient facilities, hospitals and 
nursing homes; and about the Systems linkage of pri- 
mary, secondary and tertiary care. 


It would appear that many cases should be given day 
care only and experiments with day surgery and day 
hospitals for the mentally disordered, geriatrics, 
etc. are being tried out in some provinces where 

beds are short and physicians are open to new ideas. 
However, it costs the patient or the patient's family 
more to keep him out of hospital. A social support 
service and an escort service may be needed for 
development of day care. 


Many hospitals insist on repetition of diagnostic 
tests made in doctors' offices or in other laborato- 
ries and x-ray departments than their own for reasons 
of legal coverage. This increases hospital bed use 
during workups. Co-ordination is obviously needed. 


Presently physicians are unevenly distributed. Provin- 
cial Colleges of Physicians and Surgeons have not been 
able to find methods of achieving a satisfactory 
distribution of physicians in their jurisdictions. 

Short of compelling doctors to move, there are only 

two measures which can be applied: (i) incentives to 
work in unpopular areas: (ii) prevention of new entrants 
from setting up practices in 'over-doctored! areas. 

In countries where there is a national health service, 
there is considerable experience of trying to develop 
distribution schemes but they have not been outstand- 
ingly successful because the market for physicians' 
services is a world market and if any one jurisdiction 
tries to impose too many terms and conditions on service 
then doctors will migrate. 


The prospects of getting an adequate number of physi- 
cians to work in remote areas are not great. Some will 
go because they wish to work there, because they like 
the life or because they wish to do 'missionary' work. 
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(g) 


(h) 


Some may respond, temporarily, to incentives. But it 
seems unlikely that the problems of distribution of 
physicians can be solved without some kind of physi- 
cians' assistant scheme. Development of a sorting and 
referral service by physicians' assistants with consul- 
tancy from physicians would make better use of physi- 
cians' skills in outlying areas. Physicians might be 
willing to become full-time or part-time travelling 
consultants linked by radio-telephone and air transport 
to outpost clinics when they would not be willing to do 
full-time clinical practice in one remote centre. 


Too many specialists are overtrained for the work they 
are doing. The training of specialists is for tertiary 
level work but many are giving a mixture of primary and 
secondary care. More help needs to be given to 
physicians with career planning and choice of special- 
ization. 


More information is required by the provinces, the 
medical associations and colleges, and the universities 
to plan with and for the specialists. 


Delva(!) has estimated that 20% of Canadians are 'have- 
nots' with special needs for more care than others. 
Some of these 'have-nots' live in out-post areas, some 
in city centres. Governments are uncertain whether 
they should do more for these people, i.e. try to bring 
them more into the mainstream. 


Can Canada afford to continue with the policy of 
completely free choice of physicians without any 
déterrents? Presently this policy results.in lack of 
continuity of care, overuse by some, and underuse by 
others in the fee-for-service system. Capitation pay- 
ments to clinics, paid without conditions of lock-in 
or endorsement, can lead to trouble too. One of the 
pioneering community health centres which was started 
by the U.A.W. at St. Catharines, negotiated capitation 
payments with the province of Ontario on the strength 
of the union knowing its membership. However, the 
union members association who may have been very loyal 
to the union did not all feel this same sense of 
attachment to the clinic. Because they were not 
enrolled to use the clinic exclusively many felt free 
to make arrangements with other physicians. The Sault 
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clinic set up by the Steelworkers met with similar 
difficulties. The Provincial government found it 

was paying twice, once for Capitation payments and once 
to the other doctors for their service fees. There 
are a number of administration advantages in bed capi- 
tation or enrolment. Providers - government, spon- 
sors of clinics, individual physicians - can plan 
ahead. Not only is it easier to calculate budgets 

but it is easier to develop analyses of the physi- 
cians' work, for the non-users can be identified and 
the confusion presently created by the medical care 
shoppers eliminated. Without enrolment the concept 

of continuity of care - surveillance, maintenance 

and restoration - is much less easy to achieve, for 
the inarticulate, unsophisticated lower socioeconomic 
group member gets lost between the various parts of 
the system. Freedom of choice becomes illusory or 
individuals make poor choices. 


(i) Many people are concerned about the problem of getting 
doctors' services when they (the users) perceive 
an urgent need for help. The hospital emergency 
rooms may be the only resort and in many cases they 
are not sufficiently well organized to please the 
upper and middle classes. Nor do emergency depart- 
ment staff have the time or the skills to deal with 
many other problems which are presently being brought 
to them - e.g. drug abuse. 


(j) Another problem is the urgent need of those people 
who move to new districts to find a physician whose 
practice is not "closed". 


(k) Finally, what should be done to set priorities? There 
are no generally accepted guidelines about when to let 
patients die(2) or how much to do for the old, or the 
disabled vis-a-vis prevention. 


AVAILABILITY OF RESOURCES: SYSTEMATIC PLANNING 


Roth (3) | in a paper written for the Project, said: "On 
all sides there are demands to find means of limiting expendi- 
tures, of finding cheaper ways to provide care... We should 
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ask ourselves whether the public wishes to spend more or less on 
health care. It may be that they are not only willing but are 
anxious to expend more of their resources in the health field: 
they may want to support such new and more effective means of 
providing care as community clinics, domiciliary programs, etc." 


However, there seems to be no evidence to show that 
Canadians are willing to pay more or less for health care. 


Klein (4) has argued that, although the planning and con- 
trol of government expenditures has become considerably more 
sophisticated in the last decade, it is doubtful whether this 
makes much difference to the decisions eventually reached. "The 
two main determinants of the global figures of spending remain 
much what they have always been: last year's budget and the 
general state of the economy.'' Health services are likely to be 
allocated much the same proportion of the G.N.P. as they were 
allocated last year - any change is likely to be within a 
narrow band, for health is in fierce competition with other 
government services for a share of the total redistribution of 
tax monies. A slight increase or decrease in the share may be 
related to the strength of a particular minister or the politi- 
cal salience of his programs. 


If Klein is right, it seems very unlikely that the share 
of national income devoted to health care will be increased now 
that a "comprehensive health care program" has been established. 
Other "essential" services will claim their share and the nation 
al income will be redistributed in much the same proportions as 
before. 


It would appear that, in Canada, the time has now come 
when the budgetary resources allocated to health and welfare 
services are fixed within "the narrow band" of possible adjust- 
ment which Klein mentions. The only difference may be a redis- 
tribution within the health and welfare budgets as a result of 
administrative decision-making. 


Consequently, the discussions of what should be included 
in the concept of health or health care become important 
because redefinition may precede attempts to change resource 
allocations. 


Self (5) , a British professor of public administration, 
has argued that, "although a great deal is known about 
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political processes, very little is known about administrative 
processes in government. Some methods of business efficiency 
apply inside government but the goals of government are much 
more diverse and far ranging; the methods of making decisions 
and allocating resources are very different (from those of 
private enterprise organizations): and concepts of efficiency 
must relate to these conditions...(whilst) the first rule of 
business is market innovation, the government equivalent could 
be said to be market compression - keeping all public demand 
within a certain global sum. This is too simple, no doubt, 
but perhaps it is suggestive. 


"The modern democratic state is not the towering monolith 
pictured by many contemporary exponents of political protest, 
on the other hand, neither is it a welfare state - if that 
implies a high measure of egalitarianism or close attention to 
the needs of the unfortunate. A government which did much less 
in general, could achieve much more in these respects. 

Maethel system asiplucalistic am the censeathat. cach 
agency has some (though varying) autonomy and that their 
respective policies are often conflicting and contradictory. 
Some reasons for this are that inconsistent politicai demands 
become frozen in political action;...each agency must, to some 
extent, adjust its activities to specific sources of support 
and opposition: ...each agency is influenced not only by its 
history, organization and balance of tasks, but by its profes- 
Sional resources." 


Reviewing the British experience of health care planning 
in the last 10 years, Klein makes a tentative comment: "...the 
experience of what may be called macro-resource planning suggests 
the difficulty of carrying out such an exercise successfully 
when it is seen primarily as an attempt to adjust the internal 
priorities of the health service to resources determined by 
external factors (i.e. Cabinet decisions on the share of the 
G.N.P. which is allocated to health care)...It suggests that, 
in the long run, it may be necessary to reverse this approach: 
to construct a series of internal priorities, expressed perhaps 
in terms of specific objectives as the advocates of PPB propose, 
which are then carried out to the extent that the availability 
of resources permits.... 


"The experience also suggests that it is difficult to 
introduce a new set of priorities when these lack coherence..." 
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Klein admits, however, that "there is always the danger 
that putting too much reliance on PPB and similar methods may 
divert resource to these sectors of health where objectives, 
inputs and outputs are most easily quantifiable... Another conclu- 
sion... is that resources allocation in effect means bargaining. 
The process of determining priorities is essentially a process 
of reconciling different interests:.. an ongoing process of 
continuous adjustment". 


GOVERNMENT APPROACHES TO CHANGE 


Just because Canadian governments have taken over the 
responsibility for financing the operating costs of hospitals 
and paying physicians, it does not mean that they are in control 
of health services. The system continues to operate much as it 
did before. But there are beginning to be some questions asked 
about the present system which subsidizes hospitals and the 
medical profession without apparently imposing sufficient controls 
over efficiency and effectiveness. 


Despite the fact that most Western nations have given a 
mandate to their governments to take over the main responsibil- 
ity for funding health services "an implicit philosophy of 
incrementation has been adopted, that is, of small feasible 
changes made within the framework of existing health services", 


says Badgley (6) 


Popper (7) has suggested that the values of a society can 
be changed more rapidly than its institutions. It would appear 
that the politicians in most provinces are already trying to 
change their constituents' values vis-a-vis the medical profes- 
sion and their methods of delivering care, to "legitimize" new 
approaches, but even if constituents' attitudes change, the 
professionals' institutionalized resistances will remain. 


Governments may legislate for change, or they may prefer 
to proceed by negotiating directly with power groups who control 
the resources of a service. The only advantage of legislating is 
that it sets down objectives, and once these have been passed 
through the legislature there is a commitment for future govern- 
ments as well unless they decide on repeal. 


But even when a government legislates it has to come to 
terms with the power groups, as the Saskatchewan government 
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found in 1962 when the physicians refused at first to comply with 
the new act introducing Medicare, It was easier in 1966 to 
absorb the insurance schemes into the Federal Medicare scheme 
than to fight them. 


Because the governments now have greater control of the 
purse, some power has shifted into their hands from the medical 
profession and the hospitals i.e. power to reward as well as 
power to legitimize by statute. But at the same time there is 
some disillusionment with governments, with the democratic 
process which puts politicians into power in Canada. This 
disillusionment is expressed in a demand for decentralization to 
local levels and direct representation of '‘'consumers'. For 
those consumers believe they are not getting an adequate service. 
They want to know why they cannot get medical care in some 
rural areas or in the evenings and at weekends in the cities, or 
why so many health care institutions treat them so impersonally 
when they are looking for help from people who ought to show that 
they care. But the local people do not yet have much power 
(although they are promised autonomy in managing local health 
centres in Quebec), (8 And,in general, it is only the few who 
recognize the possibilities of community power, though in Quebec 
animation sociale is endeavouring to strengthen community 
concern about professional practice. 


Health professionals' groups other than physicians are 
also expressing dissatisfaction with negotiated bargains limited 
to governments and the medical profession. Nurses and pharmacists 
are complaining that a subsidized entrepreneurial medical care 
System prevents them from optimizing their professional skills. 
The dental profession, chiropractors and others have been unhappy 
that almost all of the subsidies have gone to physicians and to 
hospitals where they work. They would like to have had some 
share of the financial resources redistributed by governments. 


HOW POWER MAY BE REDISTRIBUTED - A SOCIOLOGICAL EXPLANATION OF 
DEFENCE MECHANISMS 


RATIONALITY AND OTHER RATIONALES 


Resistance to change is to be expected from established 
sroups and entrenched institutions when these anticipate losing 
ower in times of change. Roth 3) warns that the present 
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decentralization of decision-making in the medical care system 
enables organized interest groups to hinder the development of 
an efficient rationally planned system. 


Many sociologists have drawn attention to the multiple 
levels of functioning in organizations. It cannot be assumed that 
the overtly expressed formal goals of an organization are the only 
goals that have to be considered. Dubin (9) , for example, suggests 
that there are four behavioural systems operating within organiza- 
tions all at the same time. He calls these the technological 
systems which sets up patterns of work, the formal authority 
system, the non-formal system (the shortcuts that people take 
to get things done) and the informal or social system which is 
directed towards personal satisfaction, not organizational goals. 


Others have discussed the difficulty of aligning the goals 
of small groups within organizations with the overall goals of 
the undertaking. 


Differences of opinion about the importance of reaching 
a series of goals and the best method of organizing teams in 
order to attain them tend to be more difficult to resolve in 
ambulatory care settings than in the more high-risk para-military 
sectors of hospitals. New (1 has pointed out that substantive 
issues are often left ambiguous, are not worked through, by the 
members of teams and these ambiguities are stressful to live with 


Selznick (1) points out that threatened groups or organi-~ 
zations will develop defence mechanisms to defend their security. 
Program achievement may become less important than survival. 


The way in which individuals use defence mechanisms has 
been made clear by psychiatrists in books such as Berne's 
"Games People Play"(12). Sociologists have studied the defence 
mechanisms used by groups or organizations. Unfortunately they 
do not write so amusingly about their findings. 


IDEOLOGIES 


Selznick points out that in order to cope with the stresset 
- the tensions and dilemmas that result from pressures to change 
groups will use defence mechanisms to sustain the stability of 
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informal relations, to maintain continuity of policy, and 
homogeneity of outlook about their meaning and role in society. 


The defence mechanisms which will be used, says Selznick, 
are groups' ideologies. Blishen's analysis (13 of Canadian 
doctors' doctrines was mentioned in an earlier chapter, but 
there are many other ideologies which are also important - the 
"yoluntary" hospital concept, the "need" for in-patient hospitals 
in small centres of population, "teamwork", "consumerism", 
"democratic processes". The question is how to strengthen the 
ideologies which should be strengthened and weaken those which 
have to be changed if new objectives are to be reached. 


Selznick makes it very clear that rational planning by 
government can only go so far. The rational approach to relating 
means and ends constrains those involved from taking account of 
the consequences which indirectly shape the means and ends of 
policies. For individuals and sub-groups have rationales different 
from those of the planners. They have vested interests or 
commitments. 


"Commitment", Selznick says, "is a basic mechanism in the 
generation of unanticipated consequences... (consequently) it will 
be difficult to reach rational objectives by rational means." He 
speaks of the tangential effects which must be expected in develop- 
ing new social policies. There will always be unintended 
consequences. It is much easier to start to build up new organiza- 
tions than to change existing ones because the adaptation of an 
already existing organization will meet with resitances from those 
who are already committed to specific goals or specific means. 
"Free or scientific adjustment of means and ends is effectively 
limited. Constrains imposed by the System will be emphasized". 


Within organizations, structures other than the planned 
formal organizational structure will develop -- structures which 


vill reflect the spontaneous efforts of sub-groups to control 
the conditions of their existence. 


70-OPTATION 


Organizations will also develop informal lines of communi- 
‘ation and control to and from other organizations in the 
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environment. When an organization is threatened from outside it 
is likely to use the principle of co-optation as a mechanism of 
defence, that is "the process of absorbing new elements into 

the leadership or policy-determining structure as a means of 
averting threats to its stability or existence". It may be 
important for the future of community health centres to under- 
Stand this process. 


"This general mechanism (of co-optation) assumes two basic 
forms: formal co-optation when there is a need to establish the 
legitimacy of authority or the administrative accessibility of 
the relevant public; and informal co-optation, when there is 
need of adjustment to the pressure of specific centres of power 
within the community." 


What does co-optation mean in practice? 


If a new power group (e.g. consumers) is to be incorpo- 
rated into the government-professional decision-making process, 
it will have real power only if it can operate informally. 
Formal co-optation is not real power-sharing but only a reaction 
to a political demand, an attempt to legitimize action. For 
example, the publication of doctors' incomes in B.C. was not 
real power-sharing with the public but an attempt to legitimate 
government action. Selznick says: 


"The need for a sense of legitimacy may require an adjust- 
ment to the people...in order that a feeling of general acceptance 
may be developed. For this purpose, it may not be necessary 
actually to share power: the creation of a front or the open 
incorporation of accepted elements into the structure of the 
organization may suffice. In this way an aura of respectability 
will be gradually transferred from the co-opted elements to the 
organization as a whole and at the same time a vehicle of 
administrative accessibility may be established." 


Real power-sharing changes are not usually overt: 'When 
co-optation is to fulfil the function of an adjustment to 
organized centres of institutional power within the community, 
it may be necessary to maintain relationships which, however 
consequential, are informal and covert. If adjustment to 
specific nucleuses of power become public, then the legitimacy 
of the formal authority may become undermined. It therefore 
becomes useful and often essential for relevant public; and 
informal co-optation, when there is need of adjustment to the 
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pressure of specific centres of power within the community. 
Co-optation in administration is a process whereby either power 
or burdens of power or both are shared. On the one hand, the 
actual centre of authority and decision may be shifted and made 
more inclusive with or without any public recognition of the 
change; on the other hand, public responsibility for and 
participation in the exercise of authority may be shared with 
new elements with or without the actual redistribution of power 
itself, Failure to reflect the true balance of power will 
necessitate a realistic adjustment to those eentres or 
institutional strength which are in a position to strike organized 
blows and thus to reinforce concrete demands. This issue may 

be met by the kind of co-optation which results in an actual 
sharing of power. However, the need for a sense of legitimacy 
may require an adjustment to the people in their undifferenti- 
ated aspect, in order that a feeling of general acceptance may be 
developed. For this purpose, it may not be necessary actually 
to share power: the creation of a front or the open incorpora- 
tion of accepted elements into the structure of the organization 
may suffice. In this way an aura of respectability will be 
gradually transferred from the co-opted elements to the 
organization as a whole and at the same time a vehicle of 
administrative accessibility may be established." 


Selznick suggests two hypotheses aLising tout sof thiis: 
"(1) co-optation which results in an actual sharing of power 
will tend to operate informally and, correlatively, co-optation 
oriented towards legitimization or accessibility will tend to be 
effected through formal devices; (2) on the other hand, when 
co-optation is to fulfill the function of an adjustment to 
organize centres of institutional power within the community, 
it may be necessary to maintain relationships which, however 
consequential, are informal and covert. If adjustment to specific 
nucleuses of power become public, then the legitimacy of the 
formal authority may become undermined. It therefore becomes 
useful and often essential for such co-optation to remain in the 
shadowland of informal interaction." 


The seminar on Legal Issues (14) seems to have come to the 
Same conclusions as Selznick that adjusting formal power is less 
Significant than adjusting informal attitudes. Legal issues are 
often used as the excuse not to act rather than a mandate for 
action. 
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It is important to create more understanding of the 
processes of co-optation in order to diminish defensive reactions 
There will be no rapid changes in present government - profession 
al relationships. Governments recognize that real power lies 
with the professions and other existing institutions, that most 
consumer groups are presently quite powerless and that changes 
will have to be negotiated gradually. Meanwhile, governments 
will try to legitimate their own actions in negotiations by 
seeking voters' support and support from the few well organized 
consumer groups. One of their problems is that existing well- 
organized consumer groups (e.g. hospital boards) tend to be 
resistant to change themselves. 


SHIFTS IN POWER FOLLOW SHIFTS IN OBJECTIVES 


In regard to power sharing at the Community Health Centre 
level itself, experience has shown that community input comes 
mainly at the planning stage. At the operational stage the 
professionals are required to make executive decisions. 
Perrow(15) has shown that hospitals tend to go through three 
Stages -- from community input by trustees, through standard 
setting by physicians, to operational control by administrators. 
It seems likely that Community Health Centres may expect to 
follow this pattern too (see discussion in Chapters 14 et seq.) 


SYSTEMS CHANGE 


"One basic question which all governments must answer is 
whether community health centres should be developed in free 
competition (with the present system of providing care) and 
whether any limits should be put on the referral system," says 
Anderson (16) | 


Should Canadian governments try to develop a parallel 
system of community health centres and entrepreneurial practices? 


Should governments facilitate the development of 'ideal' 


community health centres which will offer new and better services 
and thus be able to build up and hold their own clienteles in 
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competition with the present models of practice? Or should the 
criteria for recognition as a community health centre be made 
very easy to meet so that most presently existing practices can 
become community health centres or parts of community health 
centres with very little adjustment? Can the old models be 
adapted and, if so, by what means? 


The latter would be an adaptive co-ordinative solution, 
but will it work? The objectives of most presently existing 
practice models are entrepreneurial. It seems unrealistic to 
believe that the non-profit community health centre which is 
concerned with community development has the same goals as the 
entrepreneurial group practice. 


Should governments try to find one all-embracing systems 
model, a developed type of Health Maintenance Organization 
model? 


CO-ORDINATION AND INTEGRATION 


Co-ordination is not the same as integration, says 
Self(5): "Co-ordination by itself cannot produce positive 
results unless there is a parallel movement of unifying goals 
and professional techniques. Enormous administrative effort 
is expended - rightly or wrongly - in making marginal adjustments 
to decisions up and down the System and maintaining at least 
the formal appearance of consistent action". 

die It becomes very difficult to define organization 
within government at all realistically or to plot the system 
accurately. The individual work unit (e.g. hospital or doctor's 
office) is buried beneath a heavy framework of organizational 
co-ordination. 


"Administrative pluralism and integration are continually 
in conflict. Political forces pull both ways: financial ones 
Favour horizontal integration, professional forces usually favour 
vertical integration (to strengthen specialization and career 
ladders) and horizontal proliferation (to emphasize the distinctive 
nature of the profession). There are also gropings towards more 


12 - 15 


broadly based professions - for example in physical planning, 
social services and health. There are formidable difficulties 
here. Administrative co-ordination is not the same as integrated 
planning although the two often seem to be confused." 


However, in Canada the confusions about values, the 
vaguely defined objectives of government, the belief in pluralism 
and a range of different solutions to social problems indicates 
that any systems reorganization will be co-ordinative rather 
than integrative. 


It is clear that all Canadian governments would like to 
have a redistribution of power between the communities they 
represent and the medical profession, but how best can they set 
about it? Governments of Canada realize very well that they must 
bring along the medical profession to new ways of thinking 
because of the pressures from consumers to change some aspects 
of professional and technical management of services and also 
pressures from other health professional groups. How fast 
can they go? How much must be done through formal adjustments? 
How much can be achieved through informal mechanisms? 


Some governments, e.g. Quebec and British Columbia, are 
in much stronger positions than others. Quebec physicians may 
not wish to leave the francophone province to set up practice 
elsewhere and British Columbia seems to attract and hold many 
physician immigrants. The strategies and timing of change vary 
from place to place. 


Governments may seek the help of local communities in 
decision-making if they wish to build up pressure against the 
medical profession and feel confident that they can push fairly 
rapidly towards acceptance of change. 


Possibly governments are presently more concerned about 
legitimation of their actions with the voters than about nego- 
tiating with the medical profession. After all, emigration has 
dropped. Canada has become the last refuge for many doctors. 
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CHANGING THE PRESENT SYSTEM - WHERE TO BEGIN? 


Is it better to start to make changes by setting up 
community health centres in parts of the system where little 
or no service exists already, or to make it possible for all 
organizations which wish to meet certain criteria to become 
community health centres and to give them strong incentives 
to do so? 


"The lack of adequate primary care in the central cores 
of cities and in rural areas is a major deficit in today's 
health care system", says Steele(17) . But Lt is not only 2 
problem of putting in services where none now exist. Mott(18) 
does not think that it is wise to concentrate on developing new 
forms of practice only in ghettos and outlying areas. "The lack 
of adequate primary care is very extensive in Canada." 


Few practices have social workers, public health nurses 
or clinical nurses practising to the extent of their Skil le, 
except for the university family practice units (which are 
demonstration models and have very great problems with finance), 
or the community clinics, which have not been able to work 
through their beliefs in this model to the fullest extent because 
of funding difficulties, and a few group practices which have 
moved in this direction. One of these is described by Smith (19) 
in a paper presented to the physicians' seminar. In it a case 
is made out for the professionally sponsored multi-specialty 
group as a community health centre model which offers an alter- 
native form of organization to government or community sponsorship. 


Thus three models are suggested. 


1. The first proposal (to do something about those who have no 
service now) is attractive because the local population is 
likely to welcome a new service. Initial resistances should 
be fewer. But the dangers of catering only to the poor 
have been pointed out by Kohn and Radius(20).  "eaith 
services for the poor are poor health services." Local 
communities are not self sufficient, they need professional 
help. And New(21) has said that once they get beyond the 
preliminary stages in setting up a centre, the activated 
communities will want to control the professional helpers 
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in ways which were not foreseen at the time of starting the 
centre. In fact, the evidence shows that minority groups 
may be more difficult for the professionals to service 
because they may have accumulated resentments. 


2. The second proposal is to set up a different model of practic 
wherever physicians would like to practice differently. This 
community health centre model would have: 


(a) consumer or government sponsorship and thus community 
involvement; 


(b) a team work approach. 


3. The third proposal is to enable physician sponsors to provide 
a service better than they are able to give now, by changing 
the funding of group practices, so that supportive social 
workers, public health nurses, dietitians, etc. might be 
employed to assist the physicians. There might also be 
consumer advisory committees. Multi-specialty groups are 
already giving more out-patient care than solo practitioners 
with similar case loads and could improve hospital use 
patterns if this is the main purpose of changing the present 
system. 


Klein (22) Says, more choice at the local level means less 
satisfactory overall rational planning. But rational planning 
is only one-half of the answer to health care problems. 

Since the objectives are multi-purpose the governments 
have to decide on what they really want to achieve. There 
appear to be three main goals: 


(a) involving consumers 


(b) developing teamwork in order to make better use of 
manpower 


(c) improving systems organizations. 


Some problems relating to each of these will now be consid 
ered 
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SUMMARY 


The reasons given for setting up community health centres 
fall into two main categories: 


(i) systematic planning to ensure better use of 
resources; 


(ii) pressure for redistribution of power. 


Reorganization would be necessary at two levels - in the 
System and at the point of delivery. 


What are the problems which governments wish to solve? 
l. Cost Saving on Hospital In-Patient Care 


(a) incentives are in favour of filling hospital beds. 
Hospitals are unevenly distributed and rural populations 
want hospitals. 


(b) hospitals differ between urban and rural areas. Hospitals 
in urban areas are becoming centres of power struggles 
over privileges, waiting lists, etc. 


(c) although day care could be given to many people it does 
not pay hospitals or patient to have day care which has 
not got beyond the experimental stage. A supporting 
transport or escort service may be necessary for day- 
care development. 


(d) diagnostic tests are repeated, co-ordination is necessary. 
- Maldistribution of skills 


(e) physicians are unevenly distributed, but because physi- 
cians are in a world market, it is not easy to get them 
to locate in outlying areas. Positive financial incen- 
tives do not seem to work well. The answer to distri- 
bution of medical care seems to be related to development 
of physicians' assistants. 


(f) too many specialists are overtrained for the work they 
are doing. More information in needed, more planning 
at many levels required if specialists are to be used 
better. 
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(g) The have-nots are demanding more care. They want better 
care because of past neglects. 


(h) Emergency rooms are inadequate to please the middle classe 
and are not skilled enough for many other problems. 


(i) People who move to new areas have problems. 


3. Desire to maintain as much freedom of choice as possible for 
patients and physicians. 


(j) Although patients want free choice of physicians, there 
are arguments in favour of lock-ins: better budgeting, 
analysis of work, continuity of care and care for the 
inarticulate who presently find it difficult to get a 
doctor. Presently, the free choice policy results in 
lack of continuity of care, overuse by some or underuse 
by others. The growing demand for emergency care 
indicates that the present system of delivery of care is 
not entirely Gatisractory. 


4. Dealing with limitations of resources: Setting of Priorities 


(k) How should priorities be set? What should the limits of 
care be? 


It is not known whether people would or would not be willins 
to spend more on health care. However, administrative procedures 
make it unlikely that more government money will be spent on it 
now. It is difficult to develop priorities within a medical care 
System, or even a health care system alone. These have to be 
considered as part of a total approach. However, attempts are 
being made to apply management techniques to improve health 
service activities. 


Resistance to change is to be expected from the estab- 
lished groups of physicians. Popper has suggested that the values 
of a society can be changed more rapidly than its institutions. 
Those in power will defend their position. One defence mechanism 
will be ideology. 


Change comes about through negotiation. Each government 


will have to develop its own pattern. It needs to be recognized 
that there are multiple levels of thinking - 'functional and 
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substantive' is one way of describing them. A sociological 
explanation of power and negotiation for change is given. Govern- 
ments negotiate informally when they really want to change distri- 
bution of power, formally when they want to legitimate their 
position. 


Should community health centres be developed in free compe - 
tition with existing practices? Rational planning of the two 
Systems alongside one another is unlikely to be very successful. 


Co-ordination is not the same as integration. For inte- 
gration, goals must be the same, also professional techniques. 


Are governments presently working on problems of legiti- 
mation? The problems are ones of strategy and timing of change 
in relation to redistribution of power. More choice at the local 
level means less satisfactory overall planning but decentrali- 
zation to local communities will enable governments to build 
up pressures against the medical profession. 


Where could change begin? There are three choices: 
1. Where there are no services now (but this would not be easy 
as it would be hard to find staff and the clientele would 


have accumulated resentments). 


2. Ina new form of organization wherever a team could be 
attracted and a consumer board formed to Sponsor the clinic. 


3. In presently established multi-specialty clinics which meet 
a set of criteria for becoming community health centres. 


The second proposal involves recognizing consumer involve- 
ment and a teamwork approach. 


The third involves teamwork and possibly consumer advi- 
SOory committees. 


Since the governments are attempting to achieve several 


objectives, it is important to consider the three main ones: 
consumer involvement, teamwork and Systems reorganization. 
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SOME CONSTRAINTS IN DEVELOPING A SYSTEM OF CARE 


;EOGRAPHICAL LIMITS 


If communities are to have health centres which are to be 
yrganized into a system, it is necessary to decide what is meant 
yy community and by health care system. It will be recalled 
shat the concept of community is ambiguous. 


One way of resolving the problem of "community" is to be 
juite arbitrary and to draw geo-political boundaries defining 
she area to be served by primary, secondary and tertiary care 
mits. This is the solution to the problem which is proposed 
9y Quebec. The Centre Local de Santé (or Local Health Centre) 
vill give generalized care, the Centre Communautaire de Santé 
(Community Health Centre) will give specialized care and the 
jentre Hospitalier Universitaire (University Health Centre) 
vill give supra-specialized care. 


As Bell (1) points out: "Such models are attractive because 
mrecision can be attained." 


Alix (2) 4 planner located in Sherbrooke, assumes that it 
vill be possible to build up social interaction between the local 
sommunity and its health centre, but Anderson's study of the 
fastern Ontario population's demands for health care suggests 
shat these people have been accustomed to travelling far from 
sheir local communities. 


New (4) and others have described how people have been 
making multiple use of facilities consulting family physicians 
for some problems and specialists for others; going to emergency 
lepartments for what they deem to be urgencies and youth clinics/ 
family planning clinics for advice about sex and reproduction. 


Because of the present unlimited freedom of choice of 
Ihysicians on the part of patients and freedom of choice of 
-eferral on the part of physicians, any restrictions which are 
imposed are likely to be strongly resisted. Setting geographical 
limits of choice, suggesting enrolment in practices with periods 
of notice to be given are not going to be welcomed. However, 
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there seems to be no other solution than to set some geograph- 
ical limits, at least, if the health care system is to be 
better organized. 


One suggestion based on road communications proposed by 
Daechsel (5) for the purposes of regional hospital planning 
called the 'geoprobmodel' is challenged by Bell, "Neither the 
patient's characteristics, his need for specialized services, 
his economic status, nor his physician are treated as critical 
factors influencing his choice of hospital. They may, in some 
instances, have a determining influence but they are not as 
critical as the size and distance of the hospital. 


In planning geographical limits for sub-systems within 
a system of health care, a series of social and economic con- 
straints need to be considered before developing sub-system 
boundaries and system linkages. 


SOME PROBLEMS IN SETTING UP COMMUNITY HEALTH CENTRES WITHIN A 
SYSTEM 


Alix, Bell and Cumming (6) discussed some of the problems 


of boundary setting which planning authorities would have to 
tackle. 


"Within each primary centre there will be problems of: 


(a) relating to secondary and tertiary centres. Is it to 
be a centralized or federal system? 


(b) allocation of resources among primary centres. Do the 
poorest areas get the most as compensation? Or do the 
most active areas get the most as rewards? Or do 
richest areas get most in order to keep staff? 


(c) professional relationships between primary units, such 
as staff sharing between centres with different problem: 


(d) placing of resources between levels. Just where should 
the technology be? 


(e) referring rights between levels. 


i3°- 2 


There will also be boundary problems between centres 


» and 
other agencies (school, welfare, etc.). 


TECHNOLOGICAL CONSTRAINTS 


If acute general hospitals are to be used efficiently, 


they should be streamlined into a System of secondary and terti- 
ary care, 


If specialists are to be used efficiently they, too, should 
be organized into a tiered consultancy system, and linked to 
hospitals where Specialist technical teams can provide the 
support for necessary in-patient care. However, the necessity 
for locating these teams in hospitals should be carefully con- 
sidered since they may be able to work in out-patient clinics. 


Technology is not only equipment but ideas (7) , Consequently 
methods of spreading ideas effectively are vitally important. The 
-echnological ideas relevant to community care may be different 
“rom those of hospital-based specialists and community health 


-entres may need to have a separate or distinctive centre for their 
lissemination. 


Transportation of patients, their families, physicians and 
ther professionals, specimens , X-rays, and other goods and 
ervices must be assessed. It is only when they have esoteric 
iseases that patients need to be brought long distances to 
octors, and even then out-patient arrangements may be made for 
Oong-term treatment. Central supply depots may be required. 
lectronic equipment (computers , auto-analysers , radio-telephones 
tc.) may provide an information service to wide areas. 


It has been suggested that to achieve greater technological 
fficiency the three prairie provinces should be amalgamated. 
Owever, the most efficient use of technological resources may 
ot necessarily be best for patients. 


Lote 


ECONOMIC CONSTRAINTS 


To allow the market to regulate the system, or even parts 
of the system, leaves many people uneasy. 8) The rich and 
articulate are usually able to get more than the poor and 
uneducated unless government intervenes to redistribute resource: 


Can every Canadian expect to have unlimited rights to 
medical care? The technology of medical care has developed 
to such an extent that it would be impossible for the most 
advanced country to provide all the medical and dental attention 
demanded by its residents. How then can priorities be set 
within the 'political economy' model? 


Field suggests that it is important to explore the inter- 
relationships between the qualitative and quantitative impact 
of biomedical technology which demands ever new capital, equip- 
ment and increasing numbers of skilled personnel and the quanti- 
tative impact of increased effective demand. (9) If an increased 
mandate is given to either or both of these factors what will be 
the effect® upon the total economy and the ideological resources 
of a nation? 


Some difficult questions which remain unanswered. What 
are tu be the objectives of the Canadian health care system - 
health status of Canadians or satisfaction with health care 
delivery patterns? 


It was early on in the development of the British National 
Health Service that Frangcon Roberts 0 pointed out the problem 
of bringing demand for health care into relationship with treat- 
ment resources. The reorganization of the separate hospitals, 
doctors' surgeries and public health departments into a 
comprehensive system with a new type of funding had greatly 
increased effective demand. At the same time, the growth of 
biomedical technology had changed the quality of the services 
which could be made available by health professionals and their 
aides. Potential demand seemed to be infinite. At the time of 
writing (1951) the British N.H.S. was over its first euphoric 
phase and was facing the realities of the high costs of medical 
care during a recession period. The first calculations of cost 
had been far too low, for the promise of 'free' health care had 
released a pent up demand from patients for medical, dental, 
optical and pharmaceutical services. 
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Although consultant specialists were carefully selected 
for hospital appointments and were known to be well qualified, 
general practitioners did not, in fact, know how to use the new 
technology of medicine developed during the war years and in 
the post-war period. Most of these were looked upon as the 
drop-outs from the medical education System and the system did 
little to help them to keep up to date. This reduced effective 
demand for technological help for many years. 


After the Second World War there was an enormous expansion 
of funding for medical research. In the U.S. “in the period 
1940-67 the funds channelled into biomedical research increased 


in money terms 5000%."" Canada and Britain were also committed 
to biomedical research programs. It was a matter of national 
pride. 


The development of new knowledge was widely shared. 
Specialists from all countries met at international conferences, 
New technical publications were developed. 


In the 1960s there began to develop some concern about 
the application of all this new knowledge which had been 
accumulated. One example was dialysis and transplant in chronic 
renal failure. In 1967, in the U.S., the Gottschalk Committee 
tried to estimate the need for a chronic renal failure service. 
There would be 29,201 cases at minimum, 53,633 at maximum, each 
case costing, on the average $71,000 to treat. In the climate 
of the time this did not seem unreasonable. New Regional Medical 
Programs were just getting into their stride and this seemed to 
be an appropriate addition to add to the services for cancer, 
heart and stroke to which they were already committed, (11a) 


The reasons for starting the new regional medical programs 
were outlined in the Guidelines to Regional Medical Programs 
published in 1968: "The most significant characteristic of this 
research effort is the tremendous rate at which it is producing 
new knowledge in the medical sciences, an outpouring which only 
recently began and which shows no sign of decline. As a result 
changes in health care has been dramatic. Today there are cures 
where none existed before - a number of diseases have all but 
disappeared,,,"'(11b) 


The balloon burst soon afterwards. By 1969, Berliner (12) 
was saying that the delusion of American omnipotence was over: 
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Some of out most basic assumptions have come under 
challenge; some of out most cherished ideals turn out 
not to be universally shared; seemingly solid support 
has been found more shaky than we would have believed 
possible... 


In the past if some pressure group sought some desirable 
end, we could applaud and encourage even if it were not 
quite 'our own thing'. Today we, must make unwanted 
comparisons. Pressures of this sort carry with them 

a danger; somewhere along the line someone will have to 
set priorities among desirable goals; and a high enough 
priority for one may mean the end of another. This is 
not necessarily wrong, but it represents a new hazard, 
and it behooves us to try to see that the ordering of 
priorities is appropriate. 


Ultimately the setting of priorities depends upon the 
wisdom and values of those in positions of responsibility, 
as well as the popular support of one or another course, 
and most importantly on the clarity with which issues 

are understood by both the public and decision-makers." 


The Regional Medical Program funds were reduced. 


Canada is presently reviewing its research in terms of 


priorities, the Lamontagne Committee 3 suggests that there 
is need to move away from research in life sciences to research 
inv socral, sciences. 


SOCIAL CONSTRAINTS 


There is a population base which has its own ideas about 


community. To recapitulate Bell's list (Chap.3): 


(i) There are natural territorial boundaries. 
(ii) There are administrative boundaries with historical 
meaning and political implications. 


(iii) There are social-psychological boundaries. There 
are entities of shared feelings and shared inter- 
ests. Some of these entities are very strong, 
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some formal such as professional groups or polit- 
ical parties, some informal such as college 
classmates. 


(iv) There are social-structural boundaries - sets of 
relationships and institutions-social arrangements 
which can easily be recognized, 


(v) There is an information environment dependent upon 
communication networks, 


FINDING A BALANCE: REGIONALIZATION 


The balance between technological efficiency and community 
self-consciousness is liable to change with changing technology 
ti ver transportation, computer services) and it is important to 
discover what the right balance is at any one time. Saskatchewan's 
regions are now too small for technological efficiency. But to 
Suggest the amalgamation of health programs in the three prairie 
provinces or the Maritimes is bound to offend local sentiment. 


The concept of "regionalization" seems to be a central 
concept in many discussions of Community Health Centres because 
the region is seen as the organizing authority which puts indi- 
vidual centres into a system. Yet there are almost no data on 
the subject of regional Systems to guide thinking. 


The term "regionalization" is ill-defined. The Quebec 
System was explained in detail in Chapter 10. A region-in 
Quebec is a geographical district of a least 5,000 population, 
which has primary, secondary and tertiary care centres and is 
based on one or more medical schools. 


P.E.I. (100,000 population) is discussing whether to 
divide into regions. British Columbia's 28 regions cover vast 
territories but are not self-sufficient entities (in the Quebec 
definition of region) because there is only one teaching hospital 
group in the Province to which tertiary referrals may be sent. 


Need a region have a teaching hospital at its centre? Or 
are there other more important considerations? 


Anderson (14) sees a need for health authorities to link 
all health care activity in remote rural regions. He points 
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out that this is the way in which rural Scotland is trying to 
solve problems of health care. Regional officers plan and orga- 
nize clinics as satellites. There may also be a cause to be 
made out for the development of regional health authorities in 
urban areas to work closely with urban planners. There seem to 
be as many sematic problems with the word 'region' as there are 
with ‘community’. 


One begins to wonder whether, in Canada, provinces are 
regions in the sense necessary for technical organization and 
that the so-called 'regions' are what are called areas or 
districts elsewhere. 


Following on the Task Force recommendations that there 
should be developments in regionalization, Meekison (15) has made 
a study of the concept in B.C. His findings have not yet been 
published but he has discovered that: 


(a) There was no real interest at the provincial level in 
delegating power to regions (c.f. the Castonguay Report 
and Law 48 in which there was some withdrawal from 
commitment to regionalization). 


(b) There was no real interest in rural B.C. at consumer 
level - consumers in general were happy with the 
services they have. They are prepared to travel to the 
doctors they want to see. They are not even very 
interested in developing complaints machinery. 


It is Meekison's considerated opinion that for the present: 
ly defined regions to work, there would bave to be massive educa- 
tional programs for provincial politicians and officials and for 
consumers; and there would need to be adequate financing of 
regions. 


Roth (16) is pessimistic about the development of effective 
regional machinery. He has said that the philosophy of decen- 
tralized and pluralistic power system in Canada is likely to 
prevent the emergence of such a system at a level intermediate 
between province and locality. 


CENTRALIZATION VS. DECENTRALIZATION: REGIONAL POWERS FOR 
RATIONAL PLANNING 


Because health care planning is part of general social 
planning, it does not seem likely to succeed unless it is tied 
into the sources of power. These sources of power are presently 
dispersed -- there are still numerous funding mechanisms and many 
different levels of organization which have a say in distribution 
of services. Contracting organizations such as hospitals and the 
health professionals themselves have been very conscious of their 
power to give or withhold services and advice and have maintained 
a good deal of control. 


Because power is dispersed, the 'political economy' of 
health care is subject to many pushes and pulls. The ‘market 
economy' no longer operates properly and there is no Systemati- 
zation of the developing power structures. It seems quite likely 
that previous attempts at regionalization came too Garly Ginetne 
development of Canadian health care. In Saskatchewan, in 1944, 
the Sigerist Report proposed regionalization and health centre 
development, but the plans were undermined by the federal cost- 
sharing programs which led to different patterns of co-ordination, 
vertical not horizontal. Since then much has changed. 


Rubber stamp regional boards would be a waste of everyone's 
time. Unnecessary intervention would be worse, 


The provinces will need to reconsider what can be dele- 
gated downwards to local communities and what needs to be 
pulled together into one System instead of being loosely 
connected, poorly organized and haphazard. 


To recapitulate Selznick's argument (17) , it may be neces- 
Sary to maintain relations between power groups which, however 
consequential, are informal and covert. If adjustment to 
specific nucleuses of power becomes public then the legitimacy 
of the formal authority may become undermined. It may be, then, 
that regional machinery should be concerned with legitimation: 
publicizing and popularizing ideas rather than negotiation with 
power groups. 


In Canada, new regional authorities could be conceived 
as agents drawing together the presently dispersed units which 
make up the system (solo practices, groups, hospitals, public 
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health departments) into a better organized whole. In order to 
do so, they would have to work to guidelines from the provinces 
but their function would be twofold, acting as agents of the 
province: 


(a) to plan and authorize the development of new services, 


(b) to control, through budgets and evaluative techniques, 
already existing services. 


Provincial governments would have to be prepared to dele 
gate funds for redistribution to the health care institutions 
in their area and to allow them to develop a secretariat, and 
possibly consultancy, evaluation and other important services. 


However, it is at provincial level that most decision- 
making about such matters as union agreements, licensing etc. 
will continue to be made, so regions will have limited powers 
of negotiation. 


Glaser (18) speaks only of negotiation between government: 
and the medical professional associations, but other important 
groups which should be considered as provincial bargainers are 
emerging. 


The case was made out that group practices should have 
their own bargaining machinery with government . Some have, 
in fact, managed to get separate treatment (e.g. the St. Cathar: 
and the Sault clinics and, very recently, Reach in Vancouver an 
the Saskatchewan clinics but this is most unusual. All group 
practices complain that the scales are weighed against groups, 
particularly in relation to start-up costs. Like all good 
managers, the clinic administrators are concerned to diminish 
the uncertainties of their organizations. They believe that 
properly organized negotiating machinery would be very helpful 
to them in this regard, they could begin to plan more confident. 
after formal agreements. 


The systems of accountability, developed in the past whet 
voluntary organizations relied on donations and subscriptions, 
have been challenged, particularly by consumers who are not 
satisfied with the managers' accounting to Boards which seem to 
them to be too narrowly constituted, not well enough informed 
about real issues and no longer the responsible authorities. 


pi a age a) 


There appears to be considerable need to re-examine 
problems of the accountability (20) of voluntary organizations 
in Canada which do not now raise their own funds except in a 
very minor way, but depend for 90% or more of their income on 
redistributed tax funds. 


The appointment of expert provincial technical advisers 
might be a useful addition to the scene, but much would depend 
upon the way in which they gave advice to the community health 
centres and other local health care institutions. Their main 
contribution will be their breadth of experience which enables 
them to see the place of the agency in the total picture. 


In the U.K., attention has been given to the most 
appropriate levels for locating consultancy services in community 
health care - architects and engineers are located at national 
and Sep bevels 2” SBy publishing building notes and design 
guides and issuing circulars from the central department, 
it is hoped to influence the thinking of local architects and 
engineers in building economical and well-designed premises for 
the delivery of health care, and to influence patterns of work 
of the health professionals employed in the centres. Operational 
research and work study officers are at regional offices. 


ft -Ascclear that inthe U.S., a regionalized system is 
also seen to be a large step towards rationalization. In 
general the provision of services up till now has been haphazard 
and in many places, ineffective. Thus, for example, the 
Background for Planning 1970 (of .the Los Angeles region) (22) is 
an inventory of resources and activities in the abea = the tfirst 
step towards co-ordination. 


OTHER FUNCTIONS OF REGIONS: EDUCATION OF CONSUMERS, 
COMMUNITY DEVELOPMENT 


One question which arises is whether the population needs 
any new representatives to be specially concerned with health 
matters over and above those democratically elected to provincial 
and municipal governments, bodies which already exist in law and 
have a tax base. It will be recalled that the Second Manpower 
Conference recommended the establishment of advisory National 
and Provincial Health Councils(23). Should this concept of 
advisory councils be taken further down the System right to the 
level of the individual health centre? And how would a new system 
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of Regional Councils be tied into District Boards and Health 
Councils? 


Warner (24) makes out a case for the introduction of new 
health authorities at a variety of levels. 


He cites some experience in the U.S. which has decided to 
develop regional health boards following the passing of the 
Partnership for Health (Public Law 89-749). This law specifies 
amix: a majority of consumers, together with providers of healt 
services and local elected officials working in concert. Warner 
quotes a report by Graves (25) "The structuring of the citizens' 
health council members was viewed in the context of a political 
process. The council's effectiveness, it was thought, could be 
strengthened and its decisions more widely accepted if its 
membership had a broad base of community support. Input and 
feedback beyond the citizens' health council members was consid- 
ered essential. Various alternate methods of consumer selection 
were considered; election and appointment by elected officials or 
selection by random sample, for example. But, because it was 
felt that selection of representatives should be determined as 
much as possible by the community, formation of health commit- 
tees from various political jurisdictions was considered. 
Providers would have organizational strength; so, too, should 
consumers." 


It would seem,from reports of observers, however, that 
the regional committees in the U.S. are still at a very early 
stage of development, and have a somewhat uncertain future. Is 
this because these particular committees have no resources of 
their own and thus no real power to redistribute? Graves goes 
on to describe the "representative" group on a U.S. Regional 
Health Council which includes people both from within and 
outside the labour force. The former includes professional, 
technical, managerial, clerical and sales, skilled and semi- 
skilled, under-employed labour and service-trade people; the 
latter, housewives, parents, welfare recipients, groups under 21, 
and senior citizens. Further refinements were made to obtain 
representation from both coloured and white. Educational content 
formed the core of the early orientation meetings. Problems 
were discussed which included definition of terms, the ratio of 
physicians to population in various localities, the meaning 
of group practice payment, location and utilization of health 
facilities. ''The accent was upon a_learning process and a 
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study of the dynamics which were to allow the group either to 
Operate or which would doom it to failure". 


Warner compares this learning with his experience in 
developing a lay advisory group to the Vancouver branch of the 
College of Family Physicians. "This group discovered that if 
it were to discuss general problems of health care delivery, 
then it had first to discuss particular instances before it 
was able to generalize and look at the total pattern. In this 
instance, education came from personal experience. The infor- 
mation-education function is one which cannot be overstressed 


if consumers are to act on a rational basis and in an informed 
manner," 


THE FUNCTIONS OF REGIONAL BOARDS MUST BE CLEARLY DEFINED 


Regional Hospital Boards have usually been less concerned 
with technical efficiency of the health service than their 
local constituents' business interests. Many board members of 
voluntary organizations are very confused about how they should 
function. They need to become aware of the fact that their 
Board is no longer independent but form part of a total system, 
that their responsibilities have changed and that they are now 
accountable not only to their immediate Supporters but also 
to the citizens of the province for the service which they are 
providing. This change of attitude will not come about over- 
night. The importance of clear definition of board members' 
roles and objectives and the need for training to understand 
them was brought out by Haughton (26) in the seminar on consumer 
involvement. 


In Britain, new health authorities are being developed 
at the so-called area level. These are less concerned with 
education of the consumer and more with improved co-ordination 
of services. Consumer representatives on the Boards will be 
advisory to the full-time Board members who are to be government 
appointed officers. The Conservative government presently in 
power has made it quite clear that it will not tolerate confu- 
sion on this point. 


The present Minister(27) has said, "It is also important 
-O have more effective representational mechanisms by which 
local attitudes can be known and safeguards built in. But it 
vould not be right to incorporate these mechanisms in the 
lanagement structures.'' The Minister was anxious to avoid 
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"qa dangerous confusion between management on the one hand and 
the community's reaction to management on the other". 


Should consumers' representatives expect to be brought 
onto the Boards of organizations without either having a personal] 
financial stake or being elected by the public? If so, this 
would change the whole established system of Board ability as 
it has developed in law. 


The importance of knowing one's role as a Board member 
was discussed at great length by British politicians during 
the thirties and forties when many of the country's basic 
industries were being nationalized. Trade Unionists were per- 
suaded that Worker-Directors could not function properly. It 
was better to have governing boards and a trade union opposition 
without whose general consent the organization could not operate. 
The same principle is being applied in Britain to consumer 
involvement. They are to be advisors, not managers. The issue 
may not be quite parallel in industrial and social service 
organizations for as Warner points out, consumers are ill-informe 
certainly so in comparison with trade union opposition groups. 
Thus different machinery may possibly have to be developed for 
consumers of services. 


Although Canadian politicians are having to make more 
decisions about priorities in spending and are forcing public 
debates in the press, are the provinces going to be willing to 
delegate real decision-making power downwards to regions, to 
districts, to communities and particularly to clinics per sei 
Given the problems of rationalization of the technical system 
which need to be solved, are we ready for this delegation? 


It would appear that effective regional boards might be 
made to work if they were given adequate terms of reference, 
decision-making powers and budgets. Alternatively, regional 
advisory committees might be set up in order to improve under- 
standing of public opinion. But past experience warns that 
voluntary regional councils have not been very useful bodies. 
They did not focus upon their purpose of advising about regional 
health care. 


The question of centralization-decentralization to regions 
or districts is a complex one. It may be possible to centralize 
a number of technical decisions and to decentralize a number of 
social decisions as industrial management has been learning to 
do in the past 30 years since participant bureaucracy has been 


in vogue. 
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HORIZONTAL INTEGRATION 


The bringing together of health and welfare services was 
discussed in Clarkson's(28) ang McKinnon's ( papers. The 
seminar group which discussed these papers 30) seemed to accept 
that there were some cogent reasons for bringing together 
provincial health and welfare departments at the ministerial 
levels \)Equahly.»there-were other arguments for keeping them 
apart; the main objections in principle being medical dominance, 
and too great centralization of the large health and welfare 
budget into one large Provincial government department. The 
Operational difficulties were mainly managerial - getting the 
professions to work together was not Simple. As well, experiences 
of co-ordination in the past had been fairly limited, related 
only to attempts to link Salaried health and welfare workers, 


The difficulties of bringing together health and welfare 
services at provincial, let alone regional or local, levels are 
formidable when the federal government seems determined to 
maintain separation between shared cost programs for health and 
for welfare. Unless more of the provinces ask for non-tied grants 
as Quebec has done so that decisions can be made at provincial 
levels about redistribution of tax moneys to those whom the prov- 
ince regards as most needing to be employed or subsidized, these 
difficulties of integration will.continue. It would seem that 
Alberta as well as Quebec is beginning to question the present 
federal policy. 


SUMMARY 


Constraints on boundaries of ‘community! were explained 
in the chapter on definitions. Geographical models of primary, 
Secondary and tertiary centres are attractive because precision 
can be attained. But it may be difficult to organize care into 
small geographical units because Canadian patients have become 
accustomed to travelling for their care; also professional 
referral patterns are not streamlined. 
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If rationalization is to proceed, there seems to be no 
alternative but setting limited geo-political boundaries; yet 
these will be difficult to establish because people have got 
used to travelling far and wide in search of doctors when it 
suits them. The boundaries chosen must recognize and balance 
technical and social constraints. Within primary care centres 
the following boundaries will be important: 


(i) relationship to secondary and tertiary centres - 
a centralized or federal system? 


(ii) which areas will get more - the poorest, the more 
active, the richest? 


(iii) will centres share staff? 
(iv) at what levels should resources be placed? 


(v) referrals between levels need to be considered 
in planning for change. 


(vi) relations between health centres and other welfare 
agencies need to be sorted out. 


The most efficient technological use of resources may not 
necessarily be the best use for patients. The balance between 
technical and social constraints changes over time. 


To allow the market to regulate the system leaves many 
people uneasy. The rich and articulate are usually able to 
get more. How, then, can priorities be set? What are to be the 
objectives of the Canadian health care system? 


There has been a change in attitude to the use of biomedi- 
cal technology since the war and developing a system of priorities 
has been emphasized since 1967. Ultimately the setting of 
priorities depends on the wisdom and values of those with 
responsibility. 


Regionalization has been proposed as the solution to 
problems but regionalization is ill-defined. It is a word which 
varies in use from one province to another. Regionalization may 
be necessary for rural satellite development and for urban plannil 
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sre “regions! in »Canada the sameas: ‘areas and districte" 
elsewhere? Are provinces "regions"? Meekison found little 
interest in regionalization in B.C. The province did not want 
to delegate down, consumers were not interested in regionaliza- 
tion. For regionalization to succeed there would be need for 
education of producers and consumers and adequate financing 
of regions. 


Planning would have to be tied into sources of power but 
power is still dispersed as the "political economy'' model of 
health is not yet established. Can effective regional machinery 
be developed? Has the situation changed since earlier failures? 
There is need for more rational planning of services on a 
regional basis. 


Regional authorities might be regional boards with powers 
to plan, budget, etc., or perhaps they could educate consumers 
who need to have more experience in thinking about problems of 
health care before they can make an effective contribution. 


Are provinces really going to delegate power to regions 
and boards? If not, are advisory bodies likely to work? Past 
experience is not encouraging. Voluntary regional boards did not 
focus on health objectives. There is great confusion about 
purposes. 


The bringing together of health and welfare services is 
hindered by federal cost sharing programs. Only Quebec has opted 
out of the tied grant system but Alberta is also beginning to 
question its implications. With the present system, the provinces 
cannot decide who best to employ or subsidize in redistributing 
tax moneys. The prospects for delegation to regional or local 
level are not obvious within this constraint. 


2 a) i? 
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LINKING COMMUNITY HEALTH CENTRES INTO A SYSTEM 
OBJECTIVES OF CHANGING THE SYSTEM 


The differing goals of governments have been discussed. 
Some are more interested in streamlining a wasteful system, 
whilst others are more interested in developing community health 
centres to act as a nucleus of community development and social 
services linkage. At provincial and regional levels, these two 
objectives can be combined without too much diftiiculty,. lt viswat 
the local level that the true problems emerge. 


If community health centres are conceived as contributing 
to an entrepreneurial system, as gap-fillers for underserviced 
areas and equal competitors offering a different kind of health 
care where a service already exists, then governments will be 
interested in changing the payment systems only so far as they 
will meet these objectives. 


If the provinces are interested in ‘welfare state' or 
community development objectives, community health centres will 
be developed in a separate system alongside the private system. 
The concessions given to the private system will be those which 
must be given in order to maintain a service but community health 
centres can expect to have favoured treatment. 


SPONSORSHIP 


"The sponsor of an ambulatory care unit may. be one or more 
physicians, a consumer organization, a union, a business organiza- 
tion, a community group, a hospital, a medical school, «<a vocal 
medical society, or the government" says Blackman (1) | 


"Sponsorship has a predetermining effect on many of the 
Structural elements which are decided at the same time. 


"In deciding upon the form of the various structural 
elements comprising an ambulatory care unit, the identity of 
the sponsor (and thus the composition of the Board) is of 
critical importance... However, most programs are not unilat- 
erally controlled by the sponsor and its Board of Trustees," 
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The sponsor, says Blackman, will, of course, weigh his own intere 
more heavily but will also have to pay attention to external 
factors such as the local medical-legal organization, state of 
health resources, attitudes of patients and physicians and the 
health state of the community. The attitudes of consumers, 
particularly will affect decisions about the use of ancillaries, 
the primary contact mechanism, locus of practice and the identifi 
cation of patients with specific physicians. "Imposing a given 
delivery model on patients who are unwilling to use that model 
will result in patient dissatisfaction or underutilization... 
Likewise... if a model is constructed which is not amenable to 
physicians, the ambulatory care unit will either have a difficult 
time recruiting physicians to work in the unit or the physicians 
it does recruit will not practice according to the model. (There 
must be) physician willingness to accept the scope of practice, 
locus of practice, relationship to hospital, relationship of the 
physician to the organization, method of physician compensation, 
use of ancillaries and hours of service prescribed. 


"Sponsorship's primary influence occurs during the decisio 
making operations of the ambulatory care unit rather than during 
the delivery operations... 


"Sponsorship has little effect on (day-to-day) economic 
performance ‘since tt does “not directly affect delivery orL 
service*,..: but it may have some direct administrative or 
pub lerty -COsts.s- 


Sponsors are unable to exert an influence upon day-to-day 
operational activities of group practices and community health 
centres because their positional authority, though overtly great, 
is overwhelmed by the operational decision-making powers possesse 
by the administrators and physicians." 


One administrator saw the function of the sponsors and the 
business manager in a community health centre as shifting some of 
the power away from the doctors towards the community to meet 
patients' needs rather than maximizing income for doctors. 


* Chase (4) made an important point when he said that a clinic 
manager should work on organizational problems before the 
start’ Of practice. 
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INCENTIVES TO REORGANIZATION 


All provinces have in common the desire to get better value 
for money. In order to do so, the present incentive system, which 
encourages hospital use, will have to be changed. 


But although all the provinces want better value for money 
they are not agreed on the best means of saving money. It seems 
clear, however, that the first step should be to link hospitals 
and doctors' offices into one budgetary system. 


If doctors were to be rewarded for keeping patients out 
of hospital instead of rewarded for admitting them, they might 
reconsider their present disposition of their clientele, 


Evans (3) was asked to review the interrelationship of 
community health centre and hospital costs for the Project. He 
concluded: "Substitution, rather than accretion is the only way 
to increase efficiency... And, if people are to behave differently, 
it is not sufficient that their institutional environment be 
changed. The pattern and direction of incentives must also 
change. Thus excess utilization of hospitals and other treatment 
facilities will not disappear if physicians are encouraged to 
move into new sorts of buildings. They must also be relieved of 
the excess output pressures embodied in present fee-for-service 
modes of payment. 


"A community health centre program which continues to pay 
physicians on a fee-for-service basis and merely adds to the 
national stock of ambulatory treatment facilities will probably 
reduce hospital costs by about 1 - Sieg At vat all. ona net basis: 
(That is, after allowing for treatment costs in community health 
centres of patients who would have been in-patients). On the 
other hand, a community health centre program which both modifies 
physician incentives and promotes home care alternatives to 
hospitalization could have a more substantial effect. A very 
rough estimate suggests 10 - 15% on a short run basis and 15 - 20% 
after the total hospital stock has had time to adjust. Against 
this must be set the (unknown) costs of home care alternatives, 
both to the patient and to the community health centres. But 20% 
of the nation's hospital bill is now more than $400 million, 
which would buy a lot of home visitors. And in any case, a 
Substantial part of the reduced hospital load would be expected 
to be made up of unnecessary treatments which were simply 
eliminated, and so imposed no additional costs.on anyone," 
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LINKING DOCTORS' OFFICES AND HOSPITALS 


The Health Maintenance Organization system should be 
considered(5), In this model, the centre is paid ona 
capitation basis for looking after the patients in all parts 
of the system. Doctors' offices and hospitals are linked 
financially and the physicians are given incentive payments 
for keeping patients out of hospital. Hospital services are 
pared to the minimum. This system has its critics. In the 
United States, patients who enrolled in the Kaiser Permanente 
program (which is usually cited as the model) choose this for 
"best buy' reasons rather than other more expensive programs. 
There have been some questions about the implications of this 
model for the care of chronic or geriatric patients who need 
more attention and possibly more institutional treatment and 
weightings to take these patients' needs into account would 
have to be considered. 


LINKING DOCTORS' OFFICES, HOSPITALS AND COMMUNITY CARE 


Logan (©) says: '"I would feel that the community health 
centre alone is not adequate in itself to reduce the provision 
of acute hospital beds... Canada would have to take on the 
other ambulatory services." 


Presently physicians tend not to think about referring 
to social workers, public health nurses, ete. Rein 7) has 
pointed out that even in Britain where there are well-develope 
community care services and no economic incentives to 


rerer oa specialists... primary .physicians, still .do so... He 
thinks that they find it safer to have a second physician's 
opinion. It diminishes their personal accountability. He 


would agree with Logan that "Economic devices are seldom the 
solution to health care problems because the public and the 
professionals will find ways of manipulating them.'' Logan 
is fairly sceptical of financial incentives and suggests 
exploring evaluation and consultancy for ambulatory care 
physicians (i.e. reviews of work done by physicians on a 
selected day). 


INCENTIVE REIMBURSEMENT SCHEMES FOR GROUP PRACTICES 


Incentive reimbursement systems are being tried in 
hospitals. These systems might also be applied to group 


14-4 


practices. Hardwick and Wolfe(8) have described three systems 
which were developed in the U.S but these have been criti- 
cized by Rafferty (9) , In his paper, Rafferty emphasizes that 
the ultimate effects of incentive reimbursement systems will 
depend upon the degree in which case mix variations occur 

and the degree to which the target setting formulae identify 
these variations. Anderson(10) writes, "Group practices 
differ from hospitals. We must also consider the multi- 
product nature of the activities of group practice. These 
are exceedingly difficult issues and it is obvious to me 

that there is both no literature on the subject and the 
crucial data to evaluate the incentives does NOE exist. . 
have reviewed various research projects that have been funded 
by the National Centre for Health Services Research and 
Development in the U.S. and have found none in this field 
whatever or even remotely connected to this field.'* 


GLOBAL BUDGETING (BASED ON CAPITATION OR PAST EXPERIENCE) 


Global budgeting is now being tried out in the 
community clinics in Saskatchewan following the Anderson/ 
Crichton study(1l). The budget is based on clinic revenues 
in previous years. Presently, in Canada global budgeting 
has had to be limited to hospitals or specially selected 
clinics which are designated as hospitals or those which 
have reached agreements on capitation instead of fee-for- 
service (€.g..St. Catharines and Sault Ste. Marie), because 
of cost-sharing legislation. 


Clearly, a change in federal provincial cost-sharing 
arrangements would be necessary to alter these present 
artificial administrative boundaries and free the system. 

One community health centre project committee member who had 
experience of handling a global budget in a hospital said 
that before global budgeting became general more agreed rules 


' Dr. Anderson suggested that Dr. R. Carlson, Director, Special 


Operations, Bureau of Health Insurance, Baltimore, Md., should 


be consulted about incentive reimbursement schemes. He wrote 


to the Project Research Coordinator and cited a number of 
Medicare programs which were being evaluated, none of which had 
yet been demonstrated as viable. 


Lara 


about the use of savings needed to be set down for, with 
changes in governments and health department officials, the 
efforts of staff to make savings within these total budgets 
could easily be underrated, confidence could be undermined 
and incentives to save discouraged because of feelings of 
distrust about government intentions. 


Global budgeting is a method which has been used in 
British hospitals since 1948. It was the advantage that 
government accounting procedures are simplified, but the 
disadvantage that units with low standards and poor adminis- 
trators never seem to be able to pull themselves up to the 
level of the well-organized institutions. 


5. SATELLITE CENTRES 


Since many rural health workers are isolated and need 
backing up, and other individuals such as pharmacists want 
to be brought into a common network of care, a policy of 
giving incentives to groups or individuals to work together 
might be developed. Satellite attachments to recognized 
centres could be encouraged. 


6. NEW AREAS 
Perhaps special incentives should be given to centres 
starting up in areas where no centres exist now. There was 
a good deal of discussion in seminars on problems of capital 
costs and start-up costs. Perhaps badly located physicians 
should be helped to move by purchase of their investment? 


7. INNOVATIVE CENTRES (NEW SERVICES) 


Possibly incentives should be given to sponsors wishing 
to develop experimental forms of health care delivery. 


DISINCENTIVES TO ENCOURAGE REORGANIZATION 


Disincentives to sponsors might be developed by applying 
tighter administrative controls: 
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(a) over surgical privileges 


(b) over the location and use of Specialists in primary care, 
This would diminish overservicing, waste of skills and 
might help the system to move towards a better primary, 
secondary and tertiary care organization. (Limitation 
of admission to specialist training programs, by 
agreement between governments, Royal College and 
universities, would have to be considered, if a program 
of redeployment were to be contemplated.) 


INCENTIVES TO PATIENTS TO USE SERVICES BETTER 


Should patients be given incentives to lock themselves and 
their families into a practice, to enrol for continuing care, to 
use one doctor and his group or his referrals exclusively? What 
might these incentives be? Free checkups? Reduced premiums or 
taxes? This should be given some consideration in addition to 
an alternative which was suggested by Detwiller(12) that patients 
should have the possibility of buying additional services. 
Perhaps governments could specify additional services which 
could be made available without charge to enrolled patients such 
as reduced drug costs, some dental care, free private rooms when 
necessary to be hospitalized, etc. 


ONE KIND OF SPONSORSHIP RATHER THAN ANOTHER 


The incentives discussed above are intended to link one 
part of the system to another. A different kind of incentive 
scheme should be considered if it is thought to be useful to 
ceward one type of sponsor over another. 


Claims were put forward by several different forms of 
srimary care delivery organizations that they* could provide, a 
yetter service than others. 


-. Hospitals claimed that they had the skilled administrators 
and premises would become available. The hospital 
administrators thought that hospital emergency rooms could 
be developed into outreach clinics, (13 They discussed this 
development as a solution to the problem of making use of 
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presently existing hospitals. They favoured the legitimation 
and extension of out-patient services given in hospitals, for 
hospitals were prepared to give a 24-hour service and they 
had to be kept open as part of a ‘disaster plan'. "The 
physicians would be satisfied, the consumer would have 
additional services, the administration would be enlarged, 
the boards would have a larger market to service." 


But this solution was challenged: ''The concept of the 
hospital in reality being the symbol to meet the health needs 
was in effect an organization chart solution." It would 

meet doctors' needs but not necessarily patients' needs. 
"While hospitals had a high degree of acceptability, partic- 
ularly in a crisis situation, the concept of hospitals acting 
for the total population as a source of health care delivery 
was challenged." 


Are outreach clinics an exercise in empire building or would 
this be a useful development? The pros and cons are discussed 
by Babson et al.:(14) "The strength of the proposal lies in 
the ability to apply the technical and organizational skills 
of the hospitals to ambulatory care centres; the weakness 
includes perpetuation of in-patient primacy, the difficulties 
in dividing cities up into hospital service areas (not a 


major problem) and the failure 
care relationships ought to be 
and with other social services 
is, of course, the possibility 
clinics in the community would 


to recognize that ambulatory 
primarily with the community 
rather than a hospital. There 
that decentralized hospital 

be fully responsive to consumer 


wishes and broadly integrated with community services." 


Smith(15) claimed that multi-specialty group practice was 


already giving a health centre 
satisfied. 
tertiary ambulatory care under 
so doing have also been argued 


service and that patients were 


Smith's clinic combines primary, secondary and 


one roof. The advantages of 
by the physicians at the 


Saskatoon Community Clinic, who believe that the continuing 
interaction of generalists and specialists is advantageous 


for both. 


At the business managers' seminar 


the manager 


of a physician-sponsored clinic in Winnipeg said that a 
consumer advisory committee was being set up in his organizati 


Should community health centres which are non-profit making 
for physicians be encouraged more than profit-making 


physician-sponsored centres? 
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Does the non-profit aspect of 
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organization have any implications? Possibly this is an 
irrelevant issue in partnerships and groups in great 
insecurity. 


4. There is also the question of profit-sharing. It has been 
pointed out to the Project that both patients and physicians 
could profit from a well-organized clinic offering less 
expensive additional services which are now normally paid for, 
e.g. prescription costs could be cut for patients while still 
providing a profit for clinic sponsors, (17) 


Differences between hospital outreach, multi-specialty 
practice and community health centres are discussed in the 
following chapter. 


INCENTIVES TO INDIVIDUALS WORKING IN COMMUNITY HEALTH CENTRES 


This subject is so closely related to the development of 
teamwork and community involvement that it will be considered 
with those concepts. (Chapters 17 and 18) 


PROFESSIONAL COMMUNICATION AND EDUCATION 


The question of hospital privileges and the physician's 
view of the hospital as the centre of the communications network 
has already been discussed. 


Logan (6) emphasizes the importance of the relationship 
between general practitioners and hospitals and what he regards 
as the unfortunate separation of the British general practitioner 
from the hospital. He wants all practicing physicians to have 
hospital privileges. But Anderson(10 says: "I think we should 
really take a very close look at the degree to which physicians 
should follow the patient from the office into the hospital 
as opposed to hospital physicians going out into community health 
centres. Community health centres themselves should become 
ambulatory care units on the academic model with rounds, excellent 
medical records, peer review, etc... Hospitals are becoming closed 
to all but specialists". (It is the claim of the multi-specialist 
clinics that they are working in this way). 
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If physicians are to be discouraged from viewing the 
hospital as the centre of their professional and social network 
what can be put in its place? How can their needs for formal and 
informal social interaction be met? What arrangements for 
continuing education can be organized which will hasten the 
evolution of more community centred care? How can their continui 
education be paid for? 


The community clinics in Saskatchewan, which had difficul- 
ties in relating to the local hospitals, have tried to develop 
their multi-specialty groups into a fairly self-sufficient 
organization. Not only do they have regular peer-review sessions 
within the clinics, but they meet as a provincial group either 
privately or in public session with well-known international 
speakers from time to time. In these meetings they focus upon 
health care delivery problems rather than clinical discussions, 
but both are necessary. 


These pioneer organizations felt isolated and ostracized 
and determined to survive and flourish to show the international 
medical profession that they had a message about good practice. 


In Ontario, the Mustard Report (18) published in the spring 
of 1972, suggests the need for organizing satellite continuing 
education centres attached to universities for physicians out in 
the community. 


The shift to a new centre of involvement for community 
physicians may be one of the most important functions that a 
systematization of services will achieve. 


Discussing frustration among British general practitioners 
and” Comparing 1t with U.S: “expertence, Mechanic (19) says "for 
the most part the education was all of the same character - it 
emphasized the hospital practice of medicine in contrast to 
social and preventive aspects of medicine. Although many of the 
doctors had bed access and hospital appointments, it was clear 
that they did not feel welcome as equal participants in hospital 
contexts. The general practitioner, if he is to be successful, 
must have a social and preventive orientation as well as a 
technical one and he must be able to obtain gratification from 
situations where he deals with people in circumstances of great 
uncertainty and where basic knowledge is frequently absent... 
Many medical students have entrepreneurial orientations and 
strong scientific-technical perspectives. Moreover, there are 
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strong biases among medical schools toward selecting students 
with background in the 'hard' rather than the behavioural 
sciences and there is a large over-representation of students 
from higher socioeconomic groups," 


One new form of organization to correct the bias towards 
too great emphasis on medical specialist expertise is the 
health sciences concept. This concept is not yet well developed 
in relation to community medicine. One of the problems has been 
the funding of new student training centres - the new family 
practice units. An important part of Systems linkage must be 
concerned with the funding of students' education in these new 
approaches to community medicine. Training costs should not be 
borne by the centre itself where students are placed, but by 
the region or province. 


Larsen(20) discusses the development of the health sciences 
centre concept of health professionals' education: "There has 
been a departure from the common practice of each group making 
(educational) plans in isolation from one another" a departure 
which has come about as a result of the nurses! desire to have 
new roles in community medicine. "An attempt is being made to 
identify the functions of the role prior to planning educational 
objectives and programs for the role." 


Larsen, describing this approach to professional education 
of personnel for primary health care, uses a model which is 
concerned first to specify behavioural objectives, then to 
develop learning experiences using continuing evaluation. Thus, 
he says, it is important to discover more about the activities 
actually to be performed in order to make the preparation 
relevant. "If scarce resources are to be used efficiently in 
the training as well as the employment of health personnel, it 
is important that the responsibilities of each occupational 
group be defined so that they are complementary, interdependent 
and relatively non-overlapping." The educational process should 
be concerned not only with medical care but with orientation to 
the health team and with a broad approach to learning which 
should maintain the desire to continue with self-education and 
facilitate career mobility. 


Larsen appears to be hopeful of the success of this 
approach, though there have been considerable difficulties in 
Betting joint classes in the university setting. It is not in 
classwork but in field work or other practical situations that 
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the health team comes to life. All of the disciplines have 
hesitated to commit themselves wholeheartedly to the concept. 
Some of the other schools may fear that they will be dominated 
by the powerful medical schools; social work may fear being made 
to fit into the medical model. Much has still to be worked out. 


As far as continuing education for community health care i: 
concerned Hall (2!) says: "Little attention has been paid so far 
to the questions of who will provide continuing education and 
who will be prepared to undergo continuing education. What seems 
eminently probable is that the institutions which train workers 
are scarcely likely to be able to shoulder the added burdens of 
continuing education, or the periodic retesting of those who 
now provide health services. The main weight of the task will 
fall on the work institutions themselves and the community health 
centres will be no exception to the rule. To a degree, therefore 
continuing education will necessarily be built into the Centre 
just as on-the-job training will be an inescapable responsibility 
of those who administer such centres.'' Hall goes on to warn that 
community health centres will have to expect resistance to 
continuing education from many of their employees. 


Such community college programs as exist (e.g. for medical 
secretaries) have usually been designed for solo practice or 
small partnerships and are unsuitable for groups. Arrangements 
to share programs with hospitals have resulted in irrelevant 
material being taught. 


It cannot be assured that either community health centres 
or physicians in general practice will be able to develop 
continuing educational programs without having help from 
consultants and incentives built into the clinic for organizing 
these schemes. The business managers made it quite clear that 
they saw educational costs as a drag on their efficient 
administration. 


LINKAGE PROCESSES: PREDICTIONS 


It seems likely that each province will develop differing 
kinds of organization structures at provincial, regional and 
local levels, but all will have to cope with similar processes 
of negotiation and consultation about the development of a system 
Intensive negotiation on budgets for each district and each 
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centre will be necessary, At the beginning of the new co-ordinated 
program, many allowances will have to be made for unseen 
contingencies, budgets will have to be prepared with care but 
should not be too inflexible. 


The sociologists, Bell, Fish and New(22) who met with the 
Project research co-ordinator to discuss feasibility, support 
Elliott's (23 suggestion of limited control by consumers over 
financing at the beginning: "Innovative services especially in 
the early stages may be controversial. New role relationships are 
emerging and new patterns of behaviour are being learned. In 
this context external sources of strain should be minimized. A 
financial burden in conjunction with the organizational strains 
would most probably result in a community health centre never 
having a fair chance of survival." 


The development of predictive models should be the first 
priority so that costs can be properly assessed, manpower costs 
particularly. "Pre and post" community health centre studies 
Should be initiated. Then expectations can be checked from 
established baselines. This should enable the funding bodies 
to appreciate shifts from normal values, to heed warning signals 
about normal functioning and excessive conflicts, to ‘take 
warnings of emigration and so on. 


SUMMARY 


There are two objectives in changing the present system 
of organization of health care: 


(a) to reduce wastefulness of resources 
(b) to change methods of providing health care 


The sponsor of an ambulatory care unit might be one or 
hore physicians, a consumer organization, a union, a business 
organization, a community group, a hospital, a medical school, a 
local medical society or the government. 


Sponsorship has a predetermining effect on many of the 
structural elements which are decided when the organization is 
ormed. Thus the identity of the sponsor (and the Board) is of 
ritical importance. However, programs are not unilaterally 
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controlled but have to be negotiated with the local community of 
professionals and consumers. 


Sponsorship has little effect on day to day economic 
performance since it does not directly affect delivery of services 
but it may have some direct administrative or publicity costs. 


Is the function of the sponsors of a community health 
centre to shift some of the power away from the doctors towards 
the community? 


In order to improve use of resources, positive incentives 
will need to be developed for sponsors and physicians. 


Particular attention needs to be paid to incentives which 
will encourage physicians to keep their patients out of hospital. 
Kaiser Permanente provides the model of such a scheme but some 
questions have been raised about the needs of chronic care and 
welfare patients under this scheme. 


Possibly incentives other than financial incentives should 
be considered to make physicians more aware of community care 
services (e.g. quality of care reviews). 


Incentive reimbursement systems have been suggested as a 
possibility. These are being explored by hospitals but may be 
difficult to apply to group practices for reasons of case mix, 
etc. No research seems to be in progress on incentive reim- 
bursements in group practices despite general interest in the 
idea. Global budgeting is being tried out in three Saskatchewan 
community clinics but it cannot be developed fully under present 
cost-sharing legislation. 


Incentives could possibly be worked out to encourage 
isolated health workers to link themselves into a community 
network of care. 


Perhaps physicians willing to locate in underdoctored 
areas should be encouraged through capital funding and operational 
incentives. Possibly consideration should also be given to 
incentives for working in experimental centres. 


Disincentives might be developed by tightening adminis- 


trative controls over surgical privileges and ‘use of specialists 
as primary care physicians. 
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Patients might be given incentives to enrol with one 
physician or one group only. 


Tf 1t is intended to develop one type of sponsorship 
rather than another, different incentives should be considered. 
Both hospitals and multi-specialty groups have claimed that 
they could provide community health centre services. Differ- 
ences are discussed later. Here, questions are raised about 
profit making and profit sharing. 


Incentives to individuals will be discussed in a 
subsequent chapter. 


Professional communication and education for physicians 
has been centred in the hospital. This may not be appropriate 
if a community orientation is to be encouraged in general 
practitioners. Satellite continuing education centres should 
probably be developed outside university centres. These should 
take into consideration developments in interprofessional 
education in health science centres though these developments 
have still to be worked out properly. 


There will be problems in organizing continuing education 
for employees of community health centres. Community College 
programs have not been helpful to group practices since they are 
geared to training secretaries/receptionists for solo 
practitioners. The cost of continuing education worries clinic 
business managers. 


It is to be expected that there will be problems in 
budgeting for community health centres. Consumers should not 
have to take too much responsibility for financial matters in 
the early stages of community health centre development. 
Predictive models should be set up so that variations in 
expectations can be checked from established baselines. These 
predictive models should enable funding bodies to heed warning 
Signals about conflicts within a centre which shows abnormal 
Signs. 
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CONSUMER INVOLVEMENT 
PUBLIC, COMMUNITY OR CONSUMER INVOLVEMENT 


The differences between taxpayers' and consumers! involve- 
ment was discussed in Chapter 3. 


Hospitals are health care institutions which have been 
made to respond to the public through legislative controls. 
They are required to develop by-laws to control efficiency and 
effectiveness. The tight controls, imposed by the Federal 
Hospital and Diagnostic Insurance Services Act, 1957, were 
represented, however, and when the Medical Care Act was passed 
in 1966 it was agreed that a more flexible scheme should be 
introduced. Consequently doctors' offices are not controlled 
through a system of by-laws in the same way as hospitals are. 


Physicians are controlled by two mechanisms -- individual 
patients' demands, and peer group restrictions. These two 
mechanisms are now being challenged as inadequate. Whilst it 
is clear that physicians do respond to individual patients' 
demands, they have to do so in order to keep in business and 
Gouldner(1l) has developed arguments about reciprocal roles which 
are helpful for understanding these one-to-one relationships -- 
they are not responsive to consumer group demands for system 
change. And if doctors can seek the support of their peers why 
cannot patients seek the support of theirs? 


Dissatisfied consumers do not have any satisfactory 
mechanism for expressing their group demands for system change. 
Youth groups have been most visibly dissatisfied but their 
attitudes to the health care delivery system are seen to be 
part of a larger revolt against traditions in society. The 
same confusion about group goals may be seen in Indians protests. 


So far as peer group controls over physicians are 
concerned these are technical controls only. They do not deal 
with inefficiencies and proper delegation to less skilled staff 
but only with adequate standards of conduct and practice. 


Peer group controls over physicians by the professional 


colleges have already been discussed. For many people, these 
quality controls are insufficient. They do not deal with 
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inefficiencies and proper delegation to less skilled staff, but 
only with adequate standards of conduct and practice. 


COMPLAINTS MACHINERY 


A somewhat negative form of consumer involvement is to 
complain about neglect. 


It has been suggested that complaints machinery might be 
strengthened so that an ombudsman's office might deal with 
complaints about publicly financed health care and that the 
Colleges should appoint representatives of the public to their 
complaints committees. 


In some Canadian provinces there is an ombudsman's office 
for the sifting of complaints against government departments. 
Does the ombudsman have enough understanding of health care 
problems to be an effective investigator? Possibly this office 
could be strengthened to deal with grievances about health care. 


Klein(2) has discussed the problems of getting formal 
complaints dealt with in Britain. Mechanisms exist for consumers 
to make the National Health Service aware of and responsive to 
their wants and attitudes (i.e. verbal or written complaints to 
Hospital Management Committees and Executive Councils, letters 
to M.P.s) and responsive to allegations of "bias, neglect, 
inattention, delay, incompetence, ineptitude, perversity, 
turpitude, arbitrariness but these are not much used* The most 
recent and comprehensive survey...suggests that there is 
considerable ignorance about the mechanics of transmitting views, 
that patients prefer to talk out their grievances rather than 
writing them down formally and that, of those complaining, a 
high proportion are unhappy about the outcome..." "The most 
vulnerable patients - the old, the mentally ill and the handi- 
capped - are often those least able to press their views." 

Klein asks: "How can the consumer be given a stronger voice? 

What incentives will the management side have (to have) to 
be responsive to consumer wants and wishes? What machinery will 
there be for dealing with maladministration?" 


* The Parliamentary Commissioner is the British version of the 
ombudsman. - This list describes his remit. 
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Part of the difficulty is-that professionals have continued 
to tell consumers that they are in no position to judge the 
technical quality of care. It is only now that consumers are 
beginning to ask whether this is the only thing that matters. 
Possibly what is important is a whole range of factors: 


1. Acceptability (appointment keeping, patient satisfaction) ; 


2. Accessibility (penetrance into eligible population, 
utilization) ; 


3. Availability (hours of coverage, waiting times, walk-in 
service, after-hours coverage) ; 


4. Comprehensiveness (range of services: elinical, home care, 
mental health, social health, health education, supporting 
services) ; 


5. Cost (average unit costs of medical, dental, outreach 
services) ; 


6. Efficiency (physician productivity, administrative turnover) ; 
Manpower development (employment, training, mobility); 


8. Quality of care (technical audit, continuity, physician 
turnover) ; 


9. Responsiveness (information sharing, feedback mechanism) . 


As Klein points out, consumers have not known how to 
make an assessment of these factors, but evaluators in the U.S. 
and the U.K. are establishing scoring systems which the public 
could use in the future. 


Another mechanism of control which will be discussed 
later (Chap. 18) is evaluation by an independent research or 
monitoring group with reporting back to the public. 


CONSUMER INVOLVEMENT AS A DYNAMIC PROCESS 


It would appear that community involvement as it presently 
sxists is insufficient for a number of people; they want more 
9ositive personal consumer involvement in their own local health 
SCN Eres), 


How much effort should regional boards make to get people 
-O enrol members of community health centre associations? It is 
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only deprived populations or specially defined groups (e.g. the 
youth counter culture) who want an intensive kind of interaction 
in health centres. It was agreed in the physicians’ seminar (3 
that some patients might not wish to become so intensively 
involved in their health centres as others but involvement or 
detachment was not a matter of social class. Middle-class people 
might have as much or more interest than the poor and might like 
more opportunities for involvement than they have now. 


The concept of improving opportunities for all citizens 
is an active as well as a passive idea. Consumer participation 
is regarded as an important activity. It has become a matter 
of political principle in Quebec which has legislated for the 
inclusion of the users of health centres on their management 
boards. During the last 10 years there has been much discussion 
of strategies of social action to combat urban and rural 
alienation from the rest of society. 


In the Sherbrooke area of Quebec, social workers in the 
office of the Fédérations et Conseils du Canada are engaged in 
community development in the towns in which community health 
centres are to be opened. Subsequently, it is intended that 
each Centre local de Service Communautaire (C.L.S.C.) will have 
an information officer, but clients with difficult problems will 
be referred to specialist social workers in welfare agencies. 
However, the social worker in the centre will be available for 
crisis intervention. 


The C.L.S.C. in Montreal are more action oriented for 
the community and concerned with pressing for changes in socio- 
economic conditions in the depressed districts where they are 
situated. 


In the U.S.A., federally funded neighbourhood health 
centres have been expected to develop community 'participation' 
in the operation and administration of their programs. The form 
and content of that participation were intentionally undefined. 
The programs have also been required to maintain certain data on 
program performance. A variety of patterns of participation have 
developed over the past five years. Some programs have developed 
under community control while most have developed under 
professional control. 


Definitions of participation, control, involvement were 
discussed, in Chap. 3. However, it is important here to 
recapitulate. New points out that citizen participation, 
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control, involvement, decision-making and advice, are separate 
but linked ideas. "One may participate without having any 
decision-making powers or one may participate without any power 
to control. At the same time, each of these components may also 
be seen as stages in the total development of a community health 
centre. Participation may lead to control. Advisory functions 


of citizens may lead to decision-making powers... A major danger 
of citizen involvement occurs when the citizens' role is not 
clearly defined, but even (so) ...they may wish to shift from an 


advisory capacity, for instance, to a policy-making one. (It 
would be necessary) to accommodate and tolerate these changes." 


Klein (5) points out that in European health services, 
"the trend is, if anything, away from involvement...iIn practice, 
there is very little evidence to suggest that homo sapiens is 
necessarily homo participans... The real explanation for the 
current enthusiasm for involvement by students, blacks and the 
poor is almost certainly not interest in involvement as an end 
in itself but as a means or an instrument for securing control 
of resources." He sees the revolt of the consumer as not only 
against the medical profession attempting to assert its autonomy, 
but also against the "technologization" of medicine. 


CONSUMER INVOLVEMENT AS A PROCESS OF SOCIAL INTERACTION 


Elliott (©) lists the reasons why sponsors might wish to 
Start community health centres and why patients might welcome the 
change. 


"Providers (or planners) might be influenced by the 
following reasons: 


(a) The health system as presently structured is not meeting 
the health needs of the people. 


(b) Primary care in out-patient departments and emergency 
rooms is often "too little and too late". 


(c) There is a shortage of primary care physicians and 
those available are not distributed with respect to 
the health needs of the population. 


(d) A C-H.C. could be part of a training program, exposing 
students to patients in a community setting. 
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(e) 


(f) 


In exploited or polluted communities the C.H.C. might 
be a focus of attack on the basic pathology. 


Humanitarian concerns in medicine might lead in the 
direction of a €.H.C. as the C.H:.C. is usually 
formulated as a way of bringing medicine into low 
income areas. 


"Another set of arguments, although not necessarily contra 


dictory to those of the providers, might be put forth by the 


consumer , 


(a) 
(b) 


(c) 


(d) 


(e) 


(f) 


(patients or social-work clients). They are as follows 
Increased accessibility to primary medical care. 


The C.H.C. would provide an opportunity for citizen in- 
put concerning program priorities and resource alloca- 
ELon? 


Decentralized facilities may mean greater satisfaction 
in the utilization of health care facilities than that 
now experienced in dealings with the health bureaucracy. 


So-called "new careers" may appear for community residen 
such as health workers in the clinic and out-reach worke 
in the community, providing health education, transporta 
ELon,. ete. 


The C.H.C. could provide the community with a base for 
social animation or development; health would be viewed 
in its broader context -- housing, employment, legal aid 
welfare rights, family planning, child care, marriage 
counselling, etc. 


The C.H.C. might be conceptualized as one aspect of a 
wider social movement encapsulated in such slogans as 
"participatory democracy", "self-determination", and 
"grass-roots accountability." 


"In any given health centre, it might be assumed that the 


consumers and the providers would embrace some of the above- 
mentioned incentives to varying degrees, and the incentives or 
principles adhered to by each party would colour their behaviour 
in the C.H.C. If we were to view citizen participation in terms 
of a continuum and innovative attitudes on the part of the pro- 
viders of health services as a continuum, the following statement 
concerning the effectiveness of the C.H.C. might result by inter- 
relating the two variables. 
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Chait 
COMMUNITY HEALTH CENTRE EFFECTIVENESS 


CITIZEN PARTICIPATION IN THE CHC 


High Low 
Se eee 
Receptivity to High High effectiveness Medium effectiveness 
Innovation on Aw a Ll LL. 
the part of Medium Medium effectiveness Low effectiveness 
the providers fis a as. 
Low Low effectiveness Medium effectiveness 
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"In Chart 14, C.H.C. "effectiveness" is conceptualized as 
an absence of conflict and agreement on the part of consumers and 
providers concerning the basic structure and function of the CoH. CG. 
That is high effectiveness in the C.H.C. would result when high 
consumer participation occurs with high receptivity to change on 
the part of the providers of services. (It is also assumed in the 
table that the consumers are a monolithic group with shared defin- 
itions of the situation while in reality both consumers and 
providers might be expected to evidence some within-group differen- 
ces in regard to certain issues confronting the C.H.C.)" 


CONDITIONS FOR EFFECTIVE CONSUMER PARTICIPATION 


Elliott has also set down what she believes to be conditions 
eliciting effective consumer participation in a community health 
centre. 


"The model of any particular community health centre should 
fit the characteristics and needs of the community in which it is 
Situated. This implies giving consideration to: 


1. providing services which are user-oriented. 


2. willingness to participate. This may vary considerably in 
relation to 


be dal 


(a) the amount of medical deprivation which consumers may 
consider they had prior to the establishment of the centre, 
(Haughton also discusses the build up of resentments 
about deprivation) 


(b) the focus upon health as an issue in competition with 
other problems (e.g. unemployment, housing, etc.) 


(c) the general level of community interest in 'rights' to 
services 


(d) positive past experience of working in formal organiza- 
tions 


(e) community demographic characteristics conducive to consum- 
er participation - age/sex, social class, ethnic variable, 


§, indirect financing. * 


PROBLEMS INHERENT IN CONSUMER PARTICIPATION 


Though consumers may be anxious to make changes they may 
not know how best to set about it. As Warner(8) points out, 
professionals are highly organized, consumers are ''almost chaotic 
in their organization by comparison." 


Objectives in terms of consumer involvement are not clear. 
Elliott says: "one should be aware of the contemporary socio- 
cultural and historical forces influencing the emergence of new 
forms of ambulatory care. These larger societal forces may be 
responsible to some extent for. the success or failure of the 
community health centre concept. The three principal actors in 
the community health centre - health professionals, government 
and citizens - have scenarios scripted for them in part by the 
shared values, attitudes and beliefs characteristic of their 
relative positions in the Canadian social structure...In much of 
the interaction between consumers and providers, the consumers 
occupy the lower status position. Consequently, if the consumers! 
needs and priorities are at variance with those of the dominant 
group, the professionals and government, accommodative behaviour 
on the part of the latter might at times be appropriate.'' She 
continues "There is no reason to assume that the potential con- 
suming public of a community health centre is monolithic with 
respect to their attitudes, beliefs and values. That is, although 
consumers may be represented in some fashion on the board of a 
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community health centre, it does not necessarily follow from 
this representation that the consumers on the board are repre- 


position, at least within the context of the community health 
centre population. Higher status actors may tend to manipulate 
those lower in the status hierarchy. Since there is no reason 


Structural safeguards are built into the governing body of the 
community health centre. Although a consumers! group may be highly 
responsive to the needs of other consumers, this may not always be 
thesedse a) In fact, the reverse is possible. The behaviour of 
consumers in a community health centre may at times be counter- 
productive to the establishment of services in the best interest 

of the population as a whole." 


Elliott goes on to discuss problems inherent in consumer 
participation: 


"vested interests; 

representation: who is representing whom? 

personal status issues leading to manipulation of others; 
personnel problems with idigenous workers - change of 
loyalties or perceived change; 

ephemeral nature of consumer participation; 

division of insiders and outsiders; 

different financial priorities of consumers and providers", 
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INSTITUTIONALIZATION OF CONSUMER INVOLVEMENT 


How much power, at what levels, should be reallocated to 
Canadian consumers of health services? How fast should changes 
be initiated and carried through? 


Elliott points out that consumer involvement will depend 
upon government sanction. Because governments control the purse- 


strings and can legislate, they have the ultimate authority. 


Klein (9) discusses the development and institutionaliza- 
Atein p 


-ion of consumers' power: "Any form of involvement can be either 
che result of a concession by the dominant profession or a con- 
sumer right: that is, it can be either an ad hoc arrangement or 
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an institutionalized agreement (though there may often not be 

an absolutely clear dividing line: note the importance of custom 
in factory floor relations). In turn, the degree to which 
involvement is concessionary or as of right will be determined by 
the distribution of power within any system. 


"Tf professional dominance is high in a service like health. 
then it is likely that any consumer involvement will be limited to 
information or consultation at the most, and on a concessionary 
basis at the discretion of the doctors. If the consumer influence 
becomes stronger, then information and consultation may become 
rights, with concessionary opportunities for consultation and 
perhaps even negotiation. Lastly, as consumer dominance becomes 
more pronounced, one would expect a move towards participation - 
ending up with a blocking veto as the last stage before complete 
consumer control". (See Chart 3, Chap.3).. 


THE COST OF CONSUMER INVOLVEMENT 


tei says that the question is not "should consumer 
involvement be taken for granted? but "why should consumers bother 
to get involved?" He points out that involvement is a costly 
process: there are information costs, organization costs, repre- 
sentation costs and execution costs (i.e. carrying through decisior 
These tend to be recurrent and growing costs. 


He suggests that those involved are likely to feel personal 
benefits but the more general costs should be assessed. These 
are related to: 


(i) the specific resources at stake (the greater the 
resources, the more involvement is justified), 
(ii) the ability to exert influence over outcomes, 
(iii) the size of the group involved in the discussions, 
(iv) the certainty of the benefit, 
(v) the salience, or life and death quality, of the benef 
(vi) the permanence of the benefit. 


"Consumer involvement is intense when consumer profits are 
high. Consumers invest in involvement when they can gain relative 
advantages at the expense of others...Some practical conclusions 
can be drawn for policy-making. If the aim is to encourage consum- 
er involvement, then it is essential to make information as cheap 
as possible and to avoid such information becoming the monopoly of 
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any professional body...Public policy must choose between encour- 
aging a high degree of consumer involvement and establishing 
rigid national norms of resource provision (for) emphasis on 

the latter (unless they are minimum standards) is bound to weaken 
the incentives to involvement. 


For middle-class people, traditional forms of social service 
remain open as before. These may be more satisfying to them than 
the new proposals about local community health centre involvement. 
On the other hand, there may be great interest in consumer involve- 
ment at regional or provincial levels where the sorting out of 
priorities in allocation of resources or the negotiation of 
contracts would be an important activity. 


Klein's analysis suggests that it may only be minority 
groups in deprived sectors of society who feel it worthwhile to 
take up this new form of consumer involvement at local health 
centre level. If so, Haughton suggests, these are the questions 
which must be answered: 


"(a) How can an institution or agency identify its community? 


(b) Having identified the community, how does the agency 
determine who really speaks for that community? 


(c) What advantages can an institution expect from having 
community representatives on its board? (Community 
representatives being users of the services). 


(d) Low income representatives incur costs in attending 
meetings and serving on governing bodies- how are these 
costs to be met? 


(e) How can community representatives be educated to the 
intricacies of health economics, politics and managerial 
problems?" 


As New and others have pointed out, the demand for partic- 
ipation in management of a community health centre is likely to 
stem from dissatisfaction with institutional and professional 
Processes, There is a demand from minority groups of various 
kinds, for more concern about their perceptions of social process- 
es in the treatment they are Perting 


ts Seas Bf 


The only way in which dissidents think they can force 
professionals and their assistants to care is through the 
sharing of sponsorship power. 


CONSUMERS' INTEREST IN RESULTS 


The questions which are being raised by thoughtful consumer 
are not about long term health outcomes so much as about the shar- 
ing of power to determine what the programs and processes should 
be. Outcomes are remote; they seem to be too distant, too 
technical, frequently beyond personal control, unrelated to indivic 
ual behaviour. On the other hand, processes and structures are 
immediately relevant. 


"It is the second dimension of the community's voice, the 
one which demands certain specific screening, diagnostic and 
treatment services that lacks scientific validity. Planning 
treatment services on the basis of the second dimension carries 
with it no guarantee that the resulting diagnostic and treatment 
services will have either a favourable impact upon health or an 
acceptable price tag." 


"Health professionals' undocumented judgment is unsound, "' 
says Sackett I and 'the community voice' may not always be 
sound in its judgments...This community voice has two dimensions 
and it is important to distinguish between them. The first of 
these expresses the community's concerns about the accessibility 
of health care, its cost and convenience, and the social value of 
different states of health. This is an important dimension for 
planning and evaluating, and its recognition strongly supports 
consumer-sponsorship of innovative community health care programs. 


irene experiences as manager of a group health 
centre suggest that even when there is a community board the pro- 
fessionals will do their work in traditional ways. Sponsorship by 
community boards is not enough to change existing patterns of 
work organization in clinics unless the patterns of funding are 
also changed because the present fee-for-service System leaves the 
physicians in control of administrative as well as clinical 
decisions. 


These comments suggest that the funding system needs to be 
changed, new methods of budgeting and new incentives introduced, 
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and assistance given to consumers on how to evaluate their centres. 
With these changes, consumer involvement in management could 
possibly lead to greater scrutiny of expenditure and perhaps 
better services for the same outlay. 


CONSUMERS AS WORKERS IN THE COMMUNITY HEALTH CENTRE 


Because consumers might become involved in working for the 
centre, either as paid staff or volunteers, better services might 
be made available to the local community, but this form of con- 
sumer involvement will be discussed in Chapter 17. 


The evidence suggests that community involvement will be 
gradual and probably quite slow unless special circumstances 
hasten its development. 


SUMMARY 


Some controls over investment and practice standards in 
health care already exist. These are well developed for hospi- 
tals and other corporate bodies, less so for physicians. 


To some extent physicians are controlled by their role re- 
lationship to patients, but these power relationships are very 
unequal particularly when doctors have peer-group support and 
patients do not. Patients are now asking for this peer -group 
Support too. 


Peer-group controls of professionals deal with adequate 
standards of conduct and practice but not with inefficient use of 
time and poor delegation of work. 


Complaints machinery might be strengthened by use of 
ombudsmen or the extension of membership of Colleges' complaints 
committee to laymen. (Complaints are probably as much about 
"technologization" as medical dominance). Individuals are not 
well aware of complaints mechanisms. Consumers are probably less 
concerned about quality of care than about standards of accept- 
ability, accessibility, availability, comprehensiveness, cost, 
efficiency, manpower development, continuity, responsiveness. 
Consumers may need to be trained in how to evaluate delivery systems. 
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Consumer involvement in Quebec is an active as well as a 
passive idea. In some areas people have become disillusioned 
about democratic processes and the ability of governments to 
solve the problems of minority groups. 

C.L.S.C. in Sherbrooke have community development officers, 
information and crisis services. Action orientation differs there 
from poorer districts of Montreal. In the United States, Neighbou 
hood Health Centres have been set up for purposes of developing 
participation. People may not wish to become participants in the 
C.H.C. consumer activities unless they wish to shift power. In 
Europe the trend is, if anything, away from community involvement. 


Planners' reasons for wanting to start community health 
centres are listed: 


(a) the present system is not meeting health needs, 
(b) emergency room care is too little and too late, 


(c) physicians are badly distributed and there is a shortage 
in some areas, 


(d) community health centres might train students in 
community care, 


(e) community health centres might be centre of attack on 
a pathological community, 


(£) community health centres might bring medicine into low 
income areas. 


Consumers' reasons for wanting change are: 
(a) citizen input opportunities, 
(b) decentralization, less bureaucracy, 
(c) new careers for local people, 
(d) base for social animation, 


(e) development of participatory democracy . 
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But planners' and consumers' views will not coincide on all 
issues relating to community health centres and in consequence 
an effective community health centre may not be established. 
Elliott thinks that the model of the community health centre 
should fit the characteristics and needs of the local community 
by (1) providing services which are user-oriented; (2) consider- 
ing willingness of consumers to participate (which will be 
related to community composition and past experience); (3) in- 
direct financing. For consumer boards to cope with financing at 
the beginning would be too great a strain. 


There are many other problems inherent in consumer partic- 
ipation, 


1. vested interests, 
2. representation, 
3. personal status issues leading to manipulation of others, 


4, personnel problems with indigenous workers re changes of 
loyalties, 


5. ephemeral nature of consumer participation, 
6. division of insiders and outsiders, 
7. different financial priorities of consumers and providers. 


Consumer involvement will'’depend upon government sanction 
because governments control the purse-strings and can legislate. 
It will also depend upon negotiated agreement with professionals. 


Why should consumers bother to get involved? Consumer in- 
volvement is costly and costs are recurrent and srowine.. ebt.1s 
important to assess whether costs are worthwhile to the community. 
Consumer involvement would be intense when consumer profits are 
high. "Public policy must choose between encouraging a high 
degree of consumer involvement and establishing rigid national norms 
of resource provision because emphasis on the latter is bound to 
weaken the incentives to involvement." 


Possibly only minority groups in deprived sectors of society 
will be interested in involvement. If so, there are major problems 
of: defining community boundaries, defining representatives, 
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deciding on what are the advantages of having representatives, 
paying costs of representatives, educating representatives in 
committee behaviour. 


There remain traditional forms of involvement in voluntary 
organizations for middle-class people. Development of new forms 
is likely to be slow. 


The community may not always make sound judgments. It will 
make a useful contribution on accessibility of services, costs, 
convenience and social value of different states of health, but 
it will not be sound on technical matters such as screening. 
Assistance needs to be given to consumers to help them to evaluate 
their centres. 


Consumers are less interested in long-term outcomes than in 
processes, change in sponsorship is unlikely to change process 
unless methods of funding also change so that teamwork can be 
organized on a basis of equality. 


Consumers may become workers in their centres. 
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PROFESSIONALS' ATTITUDES TO CHANGE AND 


SOME ADMINISTRATIVE BARRIERS BETWEEN PROFESSIONS 
PROFESSIONAL REACTIONS TO THE CONCEPT OF THE COMMUNITY HEALTH CENTRES 


Fish‘) examined briefs to the Project, the case studies 
and relevant seminar papers and reports and summarized reactions 
of professionals to the concept of community health centres. He 
Says that "without community involvement the objectives set for 
community health centres could not be achieved, consequently the 
principal concern of the professionals is the degree of community 
involvement." 


THE PHYSICIANS' ATTITUDES 


"The concept of a community health centre includes the 
provision of health services and there is an implicit assumption 
that doctors will provide the backbone of the health services 
delivered in a community health centre. 


"Any discussion of the role of the doctor in the community 
health centre is fettered by the assumption that the doctor will 
play some kind of leadership role within a community health centre; 
that is, he will not be responsible merely for the provision of 
technical medical services but will play a part, to a lesser 
extent, in determining the policies of and administering the 
community health centre. [In part, this reflects a:tacit accep- 
tance of the community-at-large of the special power and authority 
of the doctor in the area of the delivery of health services; it 
also reflects acceptance by the medical profession of the belief 
that doctors are, in fact, the only ones capable of making 
effective decisions with respect to the organization and adminis- 
tration of medical services." 


Fish thought that the documents he examined showed that 
the medical profession was resistant to the concept of community 
health centres principally because practicing physicians fear 
lay control and changes in payment systems. The reaction of the 
medical profession has been exacerbated to some extent by the 
insistence of advocates of the community health centre concept on 
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placing the blame for failures in the delivery of health services 
and for rapidly rising costs at the doorstep of the medical 
profession. The insistence that cost can only be controlled and 
effective health services delivered if the style of practice and 
methods of payment for the medical profession are substantially 
modified is not guaranteed to encourage the medical profession's 
support for the community health centre concept. 


1. "Lay Control: The feature of the community health’ elinic whic 
is likely to find most disfavour with the medical profession 
is that of community involvement unless the degree of this 
involvement is clearly specified. The idea that the lay 
community might be in a position to dictate policies with 
respect to delivery of medical services is anathema to the 
medical profession. 


Up to the present, there has been little attempt to clarify 
the nature of the control of medical practice which will be 
exercised by a lay board. Advocates of the Community Health 
Centre concept may argue that policy decisions of the boards 
with respect to allocation of block budgets and resources 
would not affect the sacrosanct relationship between the 
doctor and his patient. The doctors, on the other hand, 
perceive a lay board as the potential source of control of 
their medical decisions. 


2. Mode of Payment for Doctors: As might be expected, there is 


resistance, both implicit and explicit, towards changes in 

the mode of payment for doctors working in community health 
clinics. The resistance of organized medicine to the intro- 
duction of a mode of payment other than the traditional 
"fee-for-service" arrangement is too well known to be documen- 
ted here. Nonetheless, it would be cynical, if not erroneous,™ 
to conclude that the only, or even chief, basis for resis- 
tance to the community health clinic by organized medicine 

is in economic terms. Rather, the data suggest that the 
economic arrangements advocated by the medical profession 
are symptomatic of other more fundamental problems. Certainly, 
the evolution of organized medicine's viewpoint on economic 
arrangements lead one to be more than optimistic about the 
acceptance of the medical profession of an erosion of the 
sacrosanct idea of "fee-for-service". 


3. Freedom of Choice for the Patient: One important tenet of 
organized medicine is that the patient should have the 
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freedom to choose his own physician, Presumably, the 
doctor has the freedom to accept, or not accept, a 
patient. The profession has expressed concern that the 
introduction of community clinics will "lock in" the 
patient to a specific institution and that the patient, 
thereby, may abrogate his right to select his own doctor. 


The Concept Already Exists: A fourth line of resistance 


occurs along the line that many private practitioners, 
particularly those working in groups, are already prac- 
ticing within the general guidelines of the community health 
efinie concept: - 1t “is argued that the use of various social 
agencies, if not the employment of social workers in the 
practice itself, constitutes the broad Spectrum of services 
proposed for community health clinics, while the lay boards 
of local hospitals ensure citizen participation in the 
running of the health services. 


Notwithstanding these evidences of resistance to the concept, 
organized medicine has placed itself on record as being in 
favour of the concept, at least to the point of encouraging 
experimentation in it. It is difficult to Say at this point 
whether this attitude represents a tacit acceptance of a 
future form of health care delivery or whether it is an 
acceptance of a currently popular proposal which is thought to 
be likely to flounder in its experimental stages. In either 
case, direct confrontation with governments is avoided and 

the willingness of the medical profession to co-operate cannot 
be questioned. 


A review of the case studies of emergent community health 
centres has not been helpful in indicating the role of physi- 
cians properly organized in a system of community health 
centres. 


Several points, however, do stand out: 


Doctors who play an initiating role in establishing a commu- 
nity health clinic or who commit themselves on a full-time 
basis to a community health clinic tend to be somewhat 
missionary in their orientation. The term missionary is not 
intended to convey any particular religious connotation but 
rather a commitment to a cause. The term missionary is not 
used in a derogatory sense: it does, however, convey the 
implication that doctors who have accepted full-time 
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commitments with community health centres are probably 
inherently different from those who have adopted more con- 
ventional modes of practice. The numbers are too small and 
the data too thin to report on other than an intuitive basis. 


Where community clinics have been initiated by university 
students doctors have been willing to offer their services on 
a part-time and limited basis. These doctors have usually 
been doctors from the faculty of medicine and their commitment 
may have been more to the students than to the clinic which 
the students were operating. 


Several clinics have been either community or agency sponsored 
employing doctors on a full-time basis. The cases are too 
few to draw any generalizations with respect to the feasibil- 
ity of recruiting doctors on such a basis but it does appear 
that (a) such clinics find it..difficult to reeruit.and 

(b) the rate of turnover is high, and (c) the doctors recruit 
tend to be marginal individuals for one reason or another." 


DENTISTS IN THE COMMUNITY HEALTH CENTRES 


"MacFarlane and Reid \-7 are categorical in their predictior 


of constraints in the development of dental health services in 
the community health centre context. They rest their argument on 
three points: 


he 


The dental profession is unlikely to be willing to practice 
in any great numbers in a setting such as a community health 
centre where the presence of auxiliaries is a central feature 
of the rationalization process. MacFarlane and Reid do not 
feel that the dental profession has reached the point where 
considerable delegation of responsibilities is likely to occur 


New modes of payment for services are likely to discourage 
dentists from locating in community health centres. [In this 
respect, the adherence of the dental profession to the tradi- 
tional fee-for-service arrangement is stronger than that of 
the medical profession and few examples of salaried dentistry 
exist in other than university or government institutions. 


Dentists are likely to be reluctant to accept the leadership 
of supervision of doctors within the community health clinic 
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setting." MacFarlane and Reid Say that "if dentistry is to 
be an integral part of the community health clinic setting, 
dentists have to be brought in as a full-fledged partner in 
the health domain and not as second-class citizens in the 
land of medicine." 


It would be good to be optimistic about the future, but 
MacFarlane and Reid, basing their remarks on recent extensive 
studies of dental students and faculty in Canada, argue that 
there is little evidence in the dental educational System of 
change in the professional attitudes of students or in the pro- 
fessionalization process within the dental school. They argue 
that dental schools still tend to recruit dental students who 
are oriented to autonomy and independence in professional life, 
both of which characteristics which may be at odds with the 
community health centre concept. Further, they note that dental 
Students appear to value highly the opportunity to employ 
sophisticated manual skills, a traditional aspect of the practice 
of dentistry. Given this characteristic, the delegation of even 
routine manual tasks to auxiliary workers is likely to be a 
slow process. 


Evidence from dental practices which have been set up in 
community health clinics to date appears to suggest that MacFarlane 
and Reid are right in their analysis. In one centre it is noted 
that there are seven dental chairs but Dental hygienists do not 
seem to be part of the dental services...which is all the more 
remarkable because of the interprofessional flavour of the whole 
project. In other community health clinics the dental services 
appear to be very much a service ‘function largely concerned with 
restorative dentistry. 


It appears logical to make dental services available within 
the same institution and particularly to mount a program of pre- 
ventive dentistry which, in the long term, might substantially 
reduce the need for restorative dentistry. The feasibility of 
doing so, however, is likely to be inhibited by difficulties in 
the recruitment of dentists and dental auxiliary workers to work 
in a community health centre. 
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ATTITUDES OF NURSES 


The strong desire of nurses is to be admitted into aspects 
of community health care, other than the traditional public healt 
or Victorian Order of Nurses' activities. The present restrict- 
ed roles of nurses in doctors' offices has already been discussec 
Much of the professional groups pressure towards change is coming 
from the nurses. Churchill (3) , Kergin (4) and the nurses! seminar 
group (5) were anxious that legal and funding mechanisms should 
be amended in order to enable nurses to do more. They all thougt 
that community health centres could offer a new opportunity to 
nurses who are presently very much circumscribed, for if these 
new organizations are to take on the responsibility of continuing 
care-surveillance, maintenance and restoration then it seems 
unlikely that they will be able to do so without delegation of 
more functions to nurses. However, Steele (6) has pointed out 
that patients as well as physicians will have to change their 
attitudes if more use is to be made of nurses. Presently, 
patients insist on seeing doctors about their medical problems, 
however simple, and often their social problems too. 


Greenhill (7) analyzed the supply of nursing personnel in 
Canada. In 1968, there were 143,783 nurses, of whom 4.3% had 
university degrees, 65.7% had diplomas and 30.1% were nursing 
assistants. The nurse population ratio was 1.207, i.e. profes- 
sional nurses with active practice licence and employed full- 
time. This favourable ratio of nurses to the rest of the popula: 
tion is increasing and Canadian nurses are a more highly educate¢ 
and skilled group than the nurses in other countries. As Logan é 
points out: "For an efficient nursing service with nurses 
working according to a hierarchy of skills one would expect more 
assistant nurses and other nursing auxiliaries led by a qualified 
nurse.” It is important, then, for Canada that better use 
should be made of the many highly trained nurses. (see Chart 7 
p./-8) 


AMBIGUITIES IN THE ROLE OF SOCIAL WORKERS 


"Fundamental to the community health centre concept is the 
development of social services alongside the traditional health 
services" says Fish. "In part, this is a recognition of the 
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integral relationship between physical and social variables but 
it also stems from a belief that many of the tasks presently 
performed by health professionals might be more effectively per- 
formed by professionals from the social work field. These two 
objectives, first to integrate the social and health services 

and the second, to substitute social for health manpower, place 
somewhat different restraints upon the feasibility of the imple- 
mentation of the community health clinic concept... Im ethestigrcst 
case, the feasibility will rest on more global considerations 
which will include the willingness of government and agencies to 
abrogate some authority to the community health clinic in the 
area of social development and welfare. To date, no community 
health clinic has attempted to draw within its ambit the fat. 
range of social services and one would question whether merely 
housing the various social service agencies within the community 
health centre would guarantee the kind of interchange between the 
health and the social services that is thought to be required for 
functional integration. 


The feasibility of the substitution for health professionals 
of social workers also raises a number of questions. Clinic ex- 
perience to date suggests that social workers are by no means 
agreed on the role which they should play in a community health 
centre and there is little evidence of a clear understanding by 
the medical profession, at least, of the functions of a social 
worker within the community health clinic setting. Some of the 
problems arise from lack of understanding of the various competen- 
cies of the social and health professionals. This is likely to 
occur not. only between doctors and social workers (as pointed out 
by Ghan 9) but also between the social worker, the public health 
nurse, and general office nurse. The confusion arises, in part, 
from the disparity of definitions held by social workers of their 
potential role in a community health clinic. 


INVOLVEMENT OF ALLIED HEALTH PROFESSIONALS IN COMMUNITY CARE 


Community health centres would wish to employ other health 
professionals: nutritionists, physiotherapists, occupational 
therapists, clinical psychologists, speech therapists, chiropo- 
dists, laboratory and radiological technicians, medical record 
librarians and technicians and possibly optometrists and 
chiropractors as well. 


Because they are still struggling for recognition as pro- 
fessionals, these workers will need to be given adequate consid- 
eration and proper support if they are to make a useful contribu- 
tion in community health care settings. One symbol of mee Alyy 
be the method and level of remuneration. The seminar group 
of allied health professionals made much of the need to relate 
scales of payment to qualifications, experience, seniority, hours 
On Work, etc: 


PROSPECTS FOR CHANGE: THE EFFECT OF REGISTRATION AND 
LICENSING SYSTEMS 


Nurses are registered, not licensed to practice, as are 
physicians and dentists. Consequently, nurses who treat patients 
have had to do so under the direct supervision of a physician 
except in special circumstances when doctors are not prepared to 
take up practice and nurses with special training are allowed to 
do outpost nursing. | 


It was suggested by the-legal group enine that com- 
munity health centres should become corporate bodies like hospi- 
tals so that nurses and other allied health professionals could 
work under the aegis of organizations and be given legal coverage. 
Where appropriate they should work under the close supervision of 
a physician but in many cases this would not be necessary. Nurses 
could then pay home visits to old people, referring them to physi- 
cians if they needed medical attention, or they could screen cases 
in the clinic without having to bring the doctor into the room. 
This new legal status for the community health centres would enabl 
the nurses to develop expanded roles and social workers to offer 
psychotherapeutic, information or family counselling services as 
fully qualified team members working to their full capacities. 
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PROSPECTS FOR CHANGE: THE EFFECT OF PAYMENT SYSTEMS ON 
PROFESSIONAL RELATIONSHIPS 


The cost-sharing regulations have limited the employment 
opportunities of nurses and other allied health professionals 
because the Medicare system has continued to pay only physicians 
for their services with a few exceptions.* By paying fees for 
items of service, the onus has been put on the physicians to 
decide whether to employ assistants or not. 


It is unlikely that teamwork which uses the skills of others 
working with physicians can be developed properly until global 
budgeting or some system of capitation payments for health centres 
exists, for until then there will be little or no incentive for 
physicians to delegate to others. Presently, most physicians 
seem to be anxious to preserve the fee-for-service system but many 
nurses and others are anxious to change it so that they can make 
a breakthrough, get more responsibility and reform teamwork. 


What the nurses and the social workers would like to have 
is the same method of payment as physicians, whether salaries or 
fees. What they resent is the different method by which they are 
now remunerated. It seems to set them apart. This does not mean 
that they are claiming the same levels of pay, though the relative 
differences at the present time are another matter of grievance. 


So, unless new forms of funding and new mechanisms of 
payment are devised, it seems unlikely that real teamwork will be 
able to emerge or that better ambulatory care can be delivered. 


Griffith ‘!*) develops the theme that it is not easy to be 
the business manager of an organization which is staffed by pro- 
fessionals who are paid on fees-for-service. 


"In addition to the external forces affecting personnel, 
the internal uncertainties regarding the point of ultimate control 
in the policy-making bodies has an adverse effect on supervisory 
and other staff. Conflicting instructions from doctors and 
administration, combined with staff attempting to play one 


*Some provinces contract with physiotherapists, chiropractors 
etc. but these exceptions are few. 
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authority against another, combine to create difficult adminis- 
tration. There is always real difficulty in controlling personnel] 
who may be responsible professionally to one authority and admin- 
istratively to another. If the board or medical group interfere 
at the administrative level, effective management must be wasteful 
directed in order to deal with the results- which it must do or 
completely lose control." 


There are some indications from the Sault Clinic that the 
different methods of remuneration lead to militancy. Nurses have 
made strong demands not only for more pay but for staffing 
patterns which suit them. It appears that without a change from 
the present fee-for-service system the hospital model of teamwork 
is likely to predominate and this would be unfortunate. (see 
Chapter 17) 


POSSIBLE CHANGES IN PAYMENT SYSTEMS 


The problem is not only how to change the present system, 
but also how soon it can be changed. The professions have differ- 
ent timetables. Physicians seem to be unwilling to permit rapid 
organizational change, whereas nurses are anxious to extend their 
role and make a better contribution. As Ruderman(13 Suggests, it 
may be important to remove some of the uncertainties from career 
planning of physicians by setting up a central information agency, 
for much of their resistance to change stems from their personal 
uncertainties about job prospects over the long term. 


But the public may not be willing to wait very long for 
change. As one of the committee members of this Project has said; 


"Medicare has put medicine into the public domain irrespec- 
tive of individual doctors' and dentists' desire for private 
entrepreneurship. Arguments which applied in the private sector 
do not now apply. It is a new ball game." Others have pointed 
out that, if there is to be increased delegation of work to nurses 
and allied health professionals, the public will not be willing 
to accept that all of the services should be paid for at doctors’ 
fee-schedule rates or paid directly to the physicians to be distri 
uted at their discretion to assistants. 


MODIFIED FEE-FOR-SERVICE PAYMENTS 


Armstrong (14) is afraid that there may be a flight of 
physicians to other countries if too rapid a change is made. He 
has drawn attention to the DIFAM (15 method, a theoretical model 
of a modified fee remuneration System. He thinks it might be 
wiser to try out something of this kind rather than capitation 
Op Salaries. «"Lt isin fee-for-service method, but does not in- 
volve the use of a fee schedule or schedule of benefits. 


"Fees for each service are computed from the time taken 
to render the service, modified by various weights, or factors. 
Each participating doctor submits a daily claim sheet listing 
each item of service with its service-time and an individual 
service factor assessed by the doctor himself. He bases his 
service factors on difficulty and responsibility, checked against 
a list of standard service factors. These standard factors will 
have been developed by the insuring agency to achieve particular 
cost levels for individual types of service, types of physician 
and total liability for coverage. Multiplication of the time 
in minutes by the service factor gives a unit value for each 
service. Each doctor has an individual cost factor for office, 
home and hospital work which he has arranged with the insuring 
agency. The appropriate cost factor is applied to each of his 
unit values to produce corrected unit values, the sum of which 
is the day's total corrected unit value. This figure is modi- 
fied by a workload factor relating to the number of services 
rendered during the day to give a final unit value. Fixed train- 
ing and location factors, applicable to each doctor individually, 
are then applied to the final unit value, to give a final adjust- 
ed unit value, which is converted into a sum of money by apply- 
ing a fixed dollar value per unit. All this computation is done 
by electronic equipment at the insurance office. 


This system is not in actual use anywhere. It is present- 
ed here as a model which has been worked through to produce 
rates of payment to physicians which correspond as closely as 
possible to the rates paid for the same volume of services accord- 
ing to a fee schedule which is in use. The schedule chosen for 
this purpose was the 1967 Schedule of Fees of the Ontario 
Medical Association which forms the basis of payment by the 
Ontario Medical Services Insurance Plan of the Ontario govern- 
ment, as well as by Physicians' Services Incorporated and the 
other doctor-sponsored and commercial insurance carriers in 
Ontario. The model could be constructed equally well to bring 
about any other scale of payment rates, either existing 
or hypothetical. Adjustment of the factors is all that is required. 
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SESSIONAL PAYMENTS 


togan‘!®) suggests that a system of sessional payments may 
be a useful method of remuneration to consider, as a half-way 
measure between capitation and fee-for-service. This is, of 
course, the method by which specialists with hospital appoint- 
ments are remunerated in Britain. 


However, Logan believes that the introduction of such pay- 
ment system for primary care physicians, would need to be coupled 
with "restriction and retreading of medical and nursing manpower" 
and "the need for one day samples of caseload to indicate what is 
going on now and to monitor any experiments for the future." 


Anderson (18) supports Logan: "Sessional payments are in fac 
probably at the heart of most agreements between physicians and 
groups. 


CONTRACTS OF EMPLOYMENT INCLUDING GOOD FRINGE BENEFITS 


It seems possible that some physicians may have been pushed 
into entrepreneurial activities rather against their will or 
their inclination. Possibly some would like the opportunity to 
become ‘organization men' - to seek for contracts of employment 
similar to those of university teachers, with a series of fringe 
benefits: transferable pensions, paid holidays, paid education- 
al leave, paid sickness absence, locums or coverage during time 
off, and overtime pay for exceptional work loads. This would 
ensure that administrative, teaching and research activities could 
also be carried out without undue strain. 


REWARDS FOR PERFORMANCE 


"Every payment system has advantages and drawbacks", says 
Glaser (19), "Attention should be paid, however, to methods of 
rewarding superior performances, sorting out practice expenses 
from personal income, giving incentives only where it is possible 
to follow through (e.g. from diagnosis to treatment), removing 
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administrative barriers to patients seeking care (i.e. no 
deterrence fees), encouraging proper distribution of special- 
ties especially those which tend to be undervalued by the pro- 
fession itself and providing machinery for expert review." 


SUMMARY 


Without community involvement the objectives set for com- 
munity health centres could not be achieved, consequently the 
principal concern of the professionals is the degree of community 
involvement. 


The physicians' expect to play a leadership role in com- 
munity health centres - not only to provide technical medical 
Services but to have a say in determining policies and adminis- 
tration of the centre. Practicing physicians fear lay control 
and changes in payment systems. They would like to have a 
degree of community involvement clearly specified. They are re- 
Sistant to changes in the mode of payment from fee-for-service 
and in the concept of free choice of physicians. Some claim that 
the concept of a community health centre already exists in well 
organized practices. However, organized medicine is prepared to 
encourage experimentation. 


The case studies make it clear that physicians presently 
employed in community clinics are either imi ssionany Leinvstherr 
approach and may be inherently different from the normal run of 
physicians, or university teachers who may have greater commit- 
ment to students than patients. Community clinics have not 
found it easy to recruit physicians. 


Dentists are unlikely to be willing to work in any great 
numbers in community health centres where the presence of aux- 
iliaries is a central feature of the rationalization process. 
They will be discouraged by prospects of having to delegate work 
and by new payment systems, and reluctant to accept the leader- 
ship of physicians. Dentists appear to value highly the Oppor - 
tunity to perform sophisticated manual skills. Training programs 
encourage autonomy and independence. The case studies did not 
indicate much likelihood of change. 


Nurses are anxious to be able to use their skills more 
effectively. International comparisons indicate that their 


16 - 13 


skills are not being well used. But physicians and patients will 
have to learn to accept nurses in new roles. 


There is considerable ambiguity about the prospect of using 
social workers in community health centres because of ambiguity 
about objectives of community health centres. Integration of 
services is not the same as housing them beneath the same roof. 
Social workers are not clear about the roles they could/should 
play. Not surprisingly the other professionals may find it 
difficult to accept that they have a role. 


Other allied health professionals wish to be employed in 
community health centres. Their struggle for professional recog- 
nition and satisfactory pay will need to be recognized and support 
given to them. 


Community health centres ought to become corporate bodies 
so that nurses and other workers are given proper protection. 
This new legal status would enable nurses and other health pro- 
fessionals to develop expanded roles. 


The fee-for-service system inhibits teamwork because it 
inhibits delegation by physicians, creates angry feelings on the 
part of nurses about different payment mechanisms and creates ad- 
ministrative difficulties for business managers who find that they 
conflict with the doctors over organizational matters. 


There are two questions about changing the payment system: 


(1) how can it be changed; (2) what should be the timing of change 
The professions and public probably have different timetables. 
Possibly these could be brought closer together by removing some o 
the uncertainties in career planning of physicians. 


The public will not be willing to see doctors paid large su 
for delegated work particularly if other health professionals do 
not get a fair share of rewards. But too rapid change may result 
in increased emigration of physicians. 


Modificiations of the present fee-for-service system may be 
(a) the DIFAM system, (b) sessional payments, (c) contracts of 
service with fringe benefits, (d) merit payments. 
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TEAMWORK 


DOCTOR-PATIENT RELATIONSHIPS 


What kind of a relationship between physicians and patients 
should community health centres attempt to develop? 


LeRiche (1) says: "One's general impression is that the 
public's demands for unmet care are considerably more simple and 
direct than the needs as seen by the professional administrators. 
It could well be that the type of health services which would 
often satisfy the public may be a simple System such as that cur- 
rently being provided in some of our great cities by medical 
Students in poorer areas of the town". Law ee al. ¢ ) €ound that 
"there is a high degree of satisfaction with medical services even 
in communities where the investigators thought there would be 
expressed dissatisfaction...Apparently people get accustomed to 
the prevailing type of medical and social service they find in 
their community and they do not complain that this is inadequate 
because they have no other standard of comparison." 


On the other hand, Draper, (3) New (4) and others have describ- 
ed the bewilderment and dissatisfaction of many patients with the 
processes surrounding the patient-physician consultation. The 
demands of patients are for a good technical service, given in a 
well-organized facility, in an atmosphere of courtesy. 


Middle-class patients still seem to want a close personal 
relationship with a physician if they can get it. As well as a 
good technical service, they want to be reassured, to be able to 
discuss their problems with someone who can understand their 
fears. Probably less articulate people would like this too if 
they could manage to cope with the relationship, but they find 
communication difficult. 


The question which LeRiche raises is an important one 
because it is concerned with the self-concept of the patient. 
Is he to become a fully responsible member of a continuing health 
care team really wanting to look after his health, or is he going 
to respond only to the urgencies of pain or fear on an emergency 
basis? 
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If the patient is to become a member of the continuing care 
team he will need to be brought into a relationship which allows 
him to be responsible and to respond. 


The demand for a close personal relationship between 
individual patients and individual physicians may be too expensive 
for Canada to continue to meet. Yet perhaps one can visualize 
improvements upon the present impersonal emergency department type 
of treatment offered in large hospitals. 


The patterns of work proposed for community health centres 
is one which already exists in many group practices. Patients 
will become patients of the centre, rather than of individual 
physicians and although they may wish to consult one particular 
doctor, this will not necessarily be possible and they may have 
to accept the services which are available and seem to be appro- 
priate to their needs. Patients will need to become accustomed 
to working with a range of health professionals as well as physiciat 
The concept of family medicine does not mean that all family mem- 
bers will consult one physician but that the health centre will 
provide a service of primary care to individuals or families, on 
a continuing basis. This could result in an impersonal bureau- 
cratic service unless special care is taken to focus on people and 
their problems. 


The development of a satisfactory relationship of inter- 
dependency is unlikely if the organization of the health team is 
authoritarian or paramilitary as it is in some departments of 
hospitals. This is tolerable only when patients are inert or 
very ill or when their need for help is urgent enough for them 
to overlook the method of delivery. 


Many established physicians seem to work exceedingly hard 
and yet do not seem to have enough time to give to meet all the 
personal demands upon them. Many younger physicians are as inter- 
ested as their contemporaries in other occupations in having a 
fair share of leisure time. 


How then can a personal service be provided other than by 
teamwork given that the physicians will be working shorter weeks? 
As in other organizations they will be on shift-work rotas and 
not available for consultation 24 hours a day including weekends. 


THE CHALLENGE TO MEDICAL DOMINANCE 


In a paper written for the Project, Evans >) says, "The 
manner in which many of these services are provided and their 
location would seem to indicate that the convenience of institu- 
tions and health purveyors comes first." He believes that 
while the middle classes are able to adjust, those in lower 
socioeconomic groups or remote areas find it difficult to obtain 
Satisfactory and convenient access. But, "the consumer is not 
well qualified to know what he wants or what is the most appropri- 
ate type of service and it becomes essential that he be able to 
develop confidence in the judgment of the purveyors...Without this 
trust there will be resistance to the health professions...The 
health system must trend towards a pattern in which "general 
physicians' function as co-ordinators of health care services 
and liaise with other social services on behalf of patients. 

Such physicians will be increasingly less involved in direct pro- 
vision of treatment and more towards making diagnoses, based on 
more complete information. Treatment recommendations will be 
directed to others who may be either allied health professionals 
or members of other social agencies, or, in fact, physicians", 


There were strong reactions to this view particularly from 
nurses and social workers who consider that physicians already 
in power positions are not using their power for the benefit of 
patients. 


The development of teams, "experts in different areas of 
competence, so that all of their knowledge can be pooled in a 
unified attack on any problems", 6) could mean that the physicians' 
skills are kept for work in which they have special competence 
and that others take over some of the onerous and time-consuming 
activities in which they are now involved. Some of the difficul- 
ties in defining and developing teams and teamwork were explored 
in Chapter 3. 


In the seminars in which the views of different profession- 
al groups_towards the development of community health centres were 
explored it became clear that there was considerable rivalry 
for two positions - the role of co-ordinator and the role of recep- 
tionist or sorter. Often the discussion of these two roles were 
confused. The physicians wanted the patients themselves to decide 
who they would choose to see knowing that most patients, being 
accustomed to go to physicians, would continue in the same pattern. 
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On the one hand, the physicians do feel accountable for the 
quality of work done; on the other hand it is clear that they 

do not delegate. What most of the professionals seemed to want 
was to control the flow of patients through the organization 

and to be involved in the selection and referral processes. None 
really trusted the others' judgment of sorting out how the clients 
should be disposed. 


SORTING 


The development of an improved reliable sorting process is 
the most vital necessity for making economies in health care 


delivery. Two groups of people have made specially good cases 
for becoming sorters: 


(a) members of the local community who may help to guide those 
who have problems towards the community health centre and 
so need to be informed about its scope; representatives 
of this group may be appointed as receptionists at the 
front door of the centre to steer the people seeking help 
towards medical or social work services as appropriate 


(b) at a second level, the nurses, who, with a little more 
training in diagnostic processes, might decide which 
medical matters need to be referred on to a physician and 
which they might deal with themselves. 


CO-ORDINATING 


At the present time there is a considerable amount of mis- 
understanding about how to develop teamwork appropriate to the 
technical needs of the patient and how to pass on the patient 
from one team to another. An important feature in the linkage of 
work done for the patient in the past was the general knowledge of 
the family doctor. He knew the family's circumstances, whether 
there were reliable neighbours or need for visiting nurses. But 
times have changed. 


weed 8) nas suggested that there should be a new approach 
to medical record-keeping. The record should focus upon the 
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patient's problem and by so doing would encourage appropriate 
co-ordinating actions by the medical care team. 


The patients, however, may not be too happy that records 
are good enough co-ordinators, They may need reassurance and coun- 
sel as they move from one part of the organization to another, or 
between organizations, by someone designated as their personal 
counsellor. It is this role that the family physicians would like 
toshaver= the continuity role = but at ‘thessame time they want, 
like everyone else, to have weekends, holidays, time with their 
families. 


Nurses and business managers also put forward claims to be 
co-ordinators though clearly these claimants have different concepts 
of what co-ordination means. 


It will be recalled that Alix ‘?) suggested the formation 
of modular teams to deal with Specific groups - the elderly, 
young people, workers, school children - small groups of profes- 
Sional workers, who would have manageable case loads. By breaking 
down the centres' activities in this way, it would seem likely 
that good co-ordination with a personal touch could be developed. 


However, records will be the key to good co-ordination and 
it is important to make them readily available for emergency or 
urgent consultations, as well as to the team giving continuing care. 


THE NEED FOR PERSONNEL MANAGEMENT 


Sociological studies have shown that when individuals are 
insecure about their own positions they find it difficult to think 
about others' needs. That physicians will have insecurities in 
the face of changes there is no doubt. The allied health profes- 
Sionals are equally uncertain about their future, and consumer 
boards and indigenous employees will have to learn how to work 
with the professionals. 


All of these may be given more security by becoming members 
of well-managed organizations, thus the role of the clinic administra- 
tor will have to be developed. Presently, most clinic administra- 
tors are accountants or business managers with financial skills. 
It may be as important, or more important to develop their knowl- 
edge of social organization so that they may be able to help the 
staff to find a structure in which they can work comfortably 
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and give good service. The importance of ensuring that there are 
good terms and conditions of service goes without saying, but one 
of the important issues (of which the allied health professional 
groups made much) is the relativity of rewards and the compara- 
bility of terms and conditions of work within the organization. 
The comparability with outside competitors is also inevitable - 
the specialists in community clinics have not been happy when they 
have looked around and compared their rewards with those of 
specialists in other situations (10) , 


But clinic managers must preserve the balance between pro- 
fessionals' and consumers' demands. They must ensure that consum- 
ers' wants are also made known. Hal1(1l suggests that the clinic 
administrator has another role to play in the capacity of training 
manager. "It may be the case, then, that the role of the adminis- 
trator in organizing planning, and directing the work of the com- 
munity health centre must be expanded to incorporate responsibility 
for the quality of service provided. If this is the case then the 
idea of the ‘lay' administrator would require further consideration. 


CENTRE DEVELOPMENT 


The community health centre will wish to train neighbourhood 
workers to bring local residents into their service whether as 
employees or volunteers(12), one role, that of receptionist, has 
already been mentioned but many more can be developed as the work 
of the centre grows. Voluntary agencies in Canada have developed 
home-visiting activities and escort roles. Some volunteers have 
worked as aides in special clinics (well-baby, family planning) 
and these aide roles could be extended - chaperones in x-ray 
departments, social work aides, nurses' and physicians' aides. 

The crisis centre telephone answering services could also be 
developed. There are possibilities for school outreach and other 
outreach services. Day care is another activity where helpers 

are needed, The pressures to involve indigenous workers in the 
health services have not been as great as those in welfare, although 
some Indian nurses and health aides have been engaged. 


Developments will have to be slow and cautious till new 
team relationships are gradually tried out and costs assessed. 
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So far, these new positions have not emerged to any great 
extent in Canada, though some explorations of new roles in 
demonstration projects and in community mental health have been 


manien(13) A(a), Wb). 


The development of prepaid group practice and O.E.0. Health 
Centres in the U.S. has been accompanied by the development of 
many new types of professional, semi-professional and LALA Veo 
‘indigenous worker’ assistance. Blackman(14 is attempting to 
analyze the types of new positions which have developed there. 

His analysis will classify traditional, new and substitutional 
activities; it will examine the influence of structure-affecting 
factors, medical-legal constraints, attitudes of physicians and 
consumers, health manpower resource States, consumer health states, 
Spatial and resource levels, (i.e3 mix of physicians and mix of 
ancillary personnel) and structural elements; the so-called 
entity elements responsible for administering the unit and the 
delivery elements which provide the services; professional, semi- 
professional, technical, administrative and auxiliary personnel. 
He is hoping to discover the effect of employing these workers 

on the productivity of the group. Productivity will be examined 
in terms of (a) activity substitution, (b) co-ordination and 
communication between the ancillary and physician, and (c) dupli- 
cation of effort. 


NEW STRUCTURES 


"Are many of the deficiencies of care that patients suffer 
from in health institutions more the result of medical professional 
dominance than of the bureaucratization of such institutions? What 
devices can be employed to limit the autonomy of the medical pro- 
fession in the administration of medical care to make that care Bore 
responsive to the needs of individual patients?" asks Freidson (19 F 
He argues that the medical profession's special position enables 
it to control the work of many other interrelated occupations and 
to govern the layman's access to the help and services these other 
occupations might provide. Its influence on care is often undesir- 
able. He thinks that "if the health services of the future are to 
be organized more economically, fairly and 'rationally' than they 
have been in the past...the patient (must) have direct impact on 
the care he receives as an individual". 
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Freidson suggests that even though there are dangers in 
bureaucracy, it may offer better prospects than professional 
dominance, for having assessed the evils which may come out of 
both, he has come to believe that bureaucracy is to be preferred 
to professional arrogance. 


Bureaucracy, in the sociological sense, is a term used to 
describe organizations which are characterized by (a) a hierarchy 
of positions which are fairly clearly defined, (b) fixed rewards 
(usually salaries), (c) positions which are filled by qualified or 
experienced staff, (d) a set of rules governing the decisions which 
workers can make. 


Bureaucracies may be 'bureaucratic' in the popular sense, 
rigid and inflexible in interpreting their rules, impersonal and 
seemingly unfeeling in their dealings with individuals; but they 
need not necessarily be like this if the individuals working in 
them are allowed to use their discretion. A number of sociological 
studies have been concerned with bureaucratic organization. They 
have drawn attention to such matters as: 


(a) power, authority and influence which stem from technological 
input, hierarchial organization and personal status 

(b) the implications of eontnn aey te cs) 

ing organizational structures; 


and size for determin: 


(c) the difference in structures of professional service 
organizations from manufacturing or commercial service 
organizations 


(d) the strugsl¢,§9 extend domains in order to diminish 
uncertainty : 


(e) the difference between co-ordination and integration and 
the need to develop_as much discretion as possible for all 
participants (21) (22). 


‘f) the importance of redistributive justice to morale (23) | 


(a) 


(b) 


(c) 


(d) 


(e) 


(f) 


The findings of these studies suggest: 


that physicians need not fear loss of power since they 
have power and influence stemming from their technological 
knowledge and their status. This is probably more signifi- 
cant power than being at the top of a formal authority 
pyramid; 


(i) that community clinics should differ in structure 
from hospitals because they are performing a different 
technical, function; 


(ii) that there are advantages in very small scale units 
(personal relationships tend to be good and responses 
flexible) and in large scale organizations (personnel 
policies are generous, work is easier to rationalize) 
and a combination of the advantages of both may be 
achieved through decentralization; 


professionals are likely to dominate professional service 
organizations because they are expected to give "normative 
leadership", to set standards for others involved in the 
organization; 


but they find it difficult to provide this leadership when 
the organization is not certain of its prospects of 
survival, if there is uncertainty they may become less 
service oriented in their approach, concerned with money- 
making rather than professional services; 


leadership is more likely to be successful when it can 

shift away from paternalism, however benevolent, to partici- 
pant bureaucracy; and followers are likely to respond 
better if they are allowed optimal discretion; 


all those who are involved in organization have their own 
concept about their "contract of service"; the more the 
organization can allow individuals to make discretionary 
decisions about how to behave, the more likely is the 
morale of the organization to be high; people have 
"felt-fair™" ideas about income and autonomy - values which 
may be changed. They will wish to fit them in with those 
of other reference groups, consequently it is important 

to make the community clinic itself their most important 
occupational reference group. 
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PARTICIPANT BUREAUCRACY 


Doctors need not fear that their power will be lessened. 
They can be generous to other health professionals and consumers 
because they are and will continue to be so much in demand, but 
they may have to learn how to relate differently to other health 
professionals. 


That stereotype of bureaucracy, the civil service, tied 
up with red tape, is not the only form of bureaucracy. Other 
more adaptive forms have been identified. In these participant 
bureaucracies, decisions are taken after there has been adequate 
discussion with all those involved in the organization. 


In general, good management is well-organized bureaucratic 
management and not paternalistic leadership, however benevolent 
or innovative. Good management should depend upon properly 
thought through structures and processes. 


The structuring of the participant bureaucracy which would 
be required to replace the present collegial system will be no 
simple matter. For wherever professionals work in organizations, 
whether as contractors or employees, they will want to maintain, 
and where possible improve their position of autonomy. 


NEW PROCESSES OF WORKING TOGETHER 


Beckhard (24) has described the reorganization which took 
place in one community health centre in the U.S. The model was 
changed from a functional (hierarchical) structure to a teamwork 
(problem-centred) structure. 


Some of the problems of managing the delivery of the health 
care as identified by the project director were: 


- difficulties in the operation of the health team due to 
personal, cultural, and professional differences among 
the members 


- problems of information flow and access including record- 


keeping, transfer of records, etc. 
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- problems of supervision, particularly first-line 


- problems around communications between the health team 
and the management group of the centre 


- problems around the actual workings of the management 
team at the centre. 


"We found that the health centre was operating structurally 
in a form similar to a hospital structure--that is, basically 
defined by functions. Reporting to the director of the centre 
was a medical director in charge of all medical services, an 
administrative manager, and several staff specialties such as 
community health advocacy and education and training. All medical 
service heads reported to the medical director. Their counter- 
parts on the health teams reported to them. The family health 
workers did not have counterparts on the medical staff so they re- 
ported to their public health nurse. 


"Some of the consequences of this structure were: 


1. Members of the health teams felt removed and alienated 
from top management. 


2. Family health workers had no "home" except their orientation 
training class composed of the family health workers with 
whom they had gotten their initial clinical training. 


3. Most team members felt that their team meetings which were 
held weekly with the purpose of co-ordinating work around 
delivery to their particular patient group were a waste of 
time. There was little relevant communication between team 
members around actual health care of their patients. There 
were communication problems between family health workers 
and physicians on teams, due to the difference in their 
backgrounds. 


4, The issue of professionalism was important for many people, 
particularly for some physicians who felt unable to move 
from the expert-professional practitioner role to one of being 
a member of the team providing medical service. 


LES aL 


The reporting structure was relatively unrelated to the work 
demands. While each team member reported to his functional 
counterpart, the basic work of the team had to be done by 
the team. 


The issue around roles turned on who performed the work and 
who supported the performance of the basic work. The mission 
of the centre as defined by its leadership was ''to improve 
total health care to the families in the community." All 

of this was delivered by members of the health teams who were 
located structurally at the bottom of the pyramid. The re- 
mainder of the organization--administrators, clerical staff, 
pharmacy, medical service chiefs, personnel, etc., should be 
a support system for the health teams." 


This role relationship between performance and support of 


performance is almost opposite to the hospital setting where the 
medical specialties perform the work--patient care--and everyone 
else supports. 


"The early analysis around the dimension of structure in- 


dicated clearly that the present structure of the centre was 
inconsistent with the work to be performed and therefore was in- 
hibiting information flow, decision making, and work effectiveness 
A structure more related to the work requirements would need to 
be developed. 
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Structural reorganization: As a result of the analysis, the 
entire centre was reorganized. Currently reporting to the 
centre director is a medical director: The various medical 
and nurse specialties are in staff roles reporting to the 
medical director. Reporting to him in a line relationship 
are unit managers, who are not necessarily M.D.'s, who are 
responsible for the administrative management of two health 
teams. All members of health teams, doctors, nurses, family 
health workers, report to the team unit manager. Other func- 
tions such as training, education, health advocacy and admin- 
istration report directly to the centre director. 


Role defintion: Each health team has re-examined the various 
roles of its members around the specific tasks to be performed 
for the patient populations. The roles of heads of services 
have been redefined and are primarily concerned with develop- 
ment of medical content, planning educational strategies aroun 
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that content, and providing consulting and counselling 
services. in the specialties of that role. 


Decision-making: Unit managers of health teams have full 
authority for hiring and firing all members of health teams 
from their own unit. The decisions around treatment and prac - 
tice are contained within the health team unit. Quality 
control is against standards set up by heads of service but 

is managed by the health team. 


Communication: There are regular meetings between unit 
managers of health teams and the medical director as well as 
meetings between unit managers and the various staff special- 
ties around technical problems. The top team also meets reg- 
ularly with unit managers. 


Educational and development strategy: The entire training 


and education program is being re-examined and a number of 
pieces of content are being taught to the health teams as a 
unit. Early orientation of family health workers instead of 
being entirely in a family health worker class, includes 
field work with teams so that they are being prepared to 
function as team members. Content in leadership, administra- 
tion, and group skills has been added to the educational 
program. 


The impact of values: Teams are re-examing the problems around 
different value orientations. For example, in one health 
team, the family health workers hold weekly meetings in which 
they "teach'' the doctors about the value system and cultural 
orientation of the patient population in that community. 


Although it is difficult to quantify the increased effec- 


tiveness of the actual delivery of health care to patients from 
this effort, there is clear evidence that the energy of those 
delivering the health care is today much more focused on the work 
of the centre, the delivery of total health care, and is much 

less expended on the maintenance of the organization and the 
relationships of the people who are providing the service. To 

the degree that the total human energy is available for performing 
the organization's task, we must assume that the end result will 


be more effective." 
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If community health centres are to succeed in developing 
new forms of medical practice, this kind of restructuring of 
work will be necessary. 


THE CENTRE AND ITS BOARD 


Beckhard's analysis of the problems of the staff working 
in teams suggests that a similar analysis might be applied to 
the development of relationships between the administrator and 
board. The administrators’ difficulties in working with voluntary 
boards often seem to stem from inadequate communication and under- 
standing of "line and staff'"' relationships, roles of board mem- 
bers, what decisions boards should make, keeping up to date with 
activities of the organization and understanding the values of 
the professional group. 


Consumers will have to learn how they can work with the 
professionals to improve the system. Anderson and Crichton 
found that the community clinics in Saskatchewan had had great 
difficulties in getting their group health association boards to 
recognize the distinction between policy-making and executive 
activity, and to give the doctors the discretion they needed to 
have to operate a community clinic (26) | After nine years one of 
the group health associations began to turn its attention outwards 
from the Group Health Association members to look at community 
needs for health care. 


In another treatment centre for mentally disturbed . 
children which Crichton has been studying, there have been many 
problems of relationship between board and successive directors. 
These problems stemmed from changes in funding which left the 
board's authority in great doubt, and from changes in treatment 
theory which raised important questions about the professional 
discretion of the director (what was policy-making and what was 
programming?). This treatment centre evolved from what might be 
regarded as the prototype of present day group practice - the 
executive activities were in the hands of a collegial group of 
three - to a participant bureaucracy. The process took 10 years 
and is not yet complete but an important step was the shift away 
from paternal leadership to bureaucratic organization, at first 
very authoritarian, now much more democratic. The new organiza- 
tional model permitted the development of teamwork among different 
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grades of professional and non-professional staff. This 

Suggests that Freidson is right in his observation that bureau- 
cratization may be the most important next stage in the develop- 
ment of the system of medical organization. But there will be 
great resistances to bureaucratization from the medical profession 
if the British experience is any indication. 


Some delay in implementing effective change is likely to 
occur unless properly trained administrators who understand organ- 
ization theory can be persuaded to go into community health centres. 
It seems unlikely that the objectives of community health centres 
can be attained unless new structures and new methods of working 
are planned and implemented and clinic business managers will be 
in strategically important positions as organizers and mediators 
in this process. Presently there are too few who are trained. 


Are professional administrators in other existing health 
service institutions likely to be able to cope with this new 
responsibility? Administrators of hospitals are not really 
admitted to equal partnership with physicians. Provincial govern- 
ments have few experienced planners and managers as they have 
contracted out the responsibility for providing services in the 
past. 


It may be that, given opportunities to develop community 
health centres, competent administrators will emerge in the next 
few years, but it will be important to appoint them to work with 
Sponsoring boards from the start, to pay them as much or more than 
anyone else in the clinic and to give them wide scope. 


Griffith (27) , business manager of one of the group health 
centres in Canada listed "the power points' which he saw in his 
organization. 


(i) "Those arising from internal organization: 
(a) voluntary lay board 
(b) medical group 
(c) employees 


1. professional and technical associations 
2.) SUnTONLZaAtblOn Of Some —statt 
3. committees and action interests 


(d) women's auxiliary 
(e) faculty or educational involvements 
(f£) research interests 
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(g) board and medical group committee 
(h) administration 


(ii) Those arising from external organizations: 
(a) governments at all levels in all roles 
(b) programs of accreditation of whole facilities or 
departments 
(c) personnel mechanisms - licensure 
- credentials 
(d) other consumer organizations 
1. labour union groups 
2. consumer groups- especially with health care 
orientation 
3. neighbourhood groups 
4: political groups 
S women's liberation, etc. 


(e) co-ordinating agencies 
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2. welfare councils 

3. regional health planning bodies 
(£) other health care agencies 

1. medical societies 

2. voluntary agencies 

3, Nospitals 


(iii) Those arising from unorganized external forces (sic) 
(a) traditions, folkways and mores in medical care, 
community, etc. 
(b) legal barriers 
(c) economic forces 
(td) social forces 
(e) scientific developments 
(£) marketing pressures 
(g) patrons, sponsors 
(h) race and ethnic factors" 


If the administrators are to deal with all of these 
matters and to deal with them well, then this job will have to 
be given very special consideration by governments that wish 
to bring about change. 


SUMMARY 


What kind of doctor-patient relationship is needed? 
Groups who have never had a service may be content with an 
emergency-room type service, but the middle classes have become 
used to a personal relationship with physicians, “This kind of 
relationship is unlikely to continue as doctors want to have 
leisure too. Teamwork will provide an answer particularly if 
the patient is made a responsible member of the team. Teamwork 
will also enable the centre to be manned over long hours. 


Doctors expect to have leadership roles and the public 
Supports this. Doctors believe they are the only one who can 
make effective decisions. 


Nurses are anxious to have the opportunities which commu- 
nity health centres would offer to expand their roles. Nurses' 
skills are presently underused in Canada. 


Many professional groups want the role of sorting out 
patients' needs and guiding them to the right professional 
help. There are two levels of sorting-arranging to meet general 
needs and arranging to meet needs for medical help. Indigenous 
workers might do the former, nurses the latter. 


In the past the family doctor was the co-ordinator. Now 
co-ordinating can be done by keeping problem-oriented records but 
there is also need for personal attention. Breakdown of personnel 
into small teams could help to maintain this personal interest. 


There is need for good personnel management: in a community 
health centre. Since many workers will need reassurance, atten- 
tion should be paid to terms and conditions of employment. Rates 
should be relative within the centre and comparative with other 
jobs outside. 


A community health centre should try to develop local 
workers. There are many jobs which they could do. A study of 
substitution activities is being made by Blackman. 


New organization structures will need to be developed. A 


participant bureaucracy might replace the collegial relationship 
of physicians, a relationship from which support staff are excluded. 
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Beckhard reports on what this change in approach meant 
to a U.S. health centre. The centre developed problem-oriented 
activities which necessitated a completely different form of 
organization from the hospital model. Analysis led to (a) struc- 
tural reorganization, (b) role redefinitions, (c) changes in 
decision making, (d) improved communication, (e) development of 
an educational and development strategy and, (f£) consideration 
of impact values. After the restructuring of the organization 
there was less concern about relating to others, more interest 
in problem-solving. 


It will be important to develop the role of professional 
administrators, if community health centres are to develop 
satisfactory organizational structures. 
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GETTING VALUE FOR MONEY: EVALUATION OF SERVICES 
FOUR KINDS OF ASSESSMENT 


A nation's health and welfare services may be evaluated 
by the tried and traditional methods of waiting for public 
opinion to be expressed, by using consultants to advise on 
standards, by using managerial techniques or by scientific evalua- 
tion) In practice, most nations: use a combination of these 
methods. 


caro (1) says that interest in evaluation research is 
likely to be greatest when there is a predisposition towards 
gradual change. It does not interest conservatives or revolu- 
tionaries who both have their ideologies. "Emphasis upon 
evaluative research is most appropriate," he says, "where it 
is to be expected that program effects will not be directly 
and immediately evident" e.g. large scale education, welfare 
and social service programs where effects are subtle and diffuse, 
and where there is greater distance between providers and 
consumers. 


"A heavy investment in formal evaluation is most likely to 
be justified where a program is expensive, its impact is poten- 
tially great but uncertain and where the potential for diffusing 
programming concepts is great..." 


It may be useful to consider the traditional methods of 
assessment and the new techniques which may be more appropriate 
for studying the impact of community health centres. 


INVESTIGATION THROUGH PARLIAMENTARY MECHANISM 


Traditionally, through the democratic processes of letters 
to the editor, radio and T.V. discussions, parliamentary questions 
and pressure group activities, governments are made aware of 
public opinion about their legislative and administrative actions. 
As the need for action becomes more obvious they may decide to 
test public opinion further by publishing White Papers for dis- 
cussion. In more complex and controversial situations, a Royal 
Commission of independent investigators may be asked to prepare 
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a report. Reaction to White Papers and Royal Commission 
Reports will indicate whether the government should proceed 
to legislation. In Great Britain, there is yet another 
mechanism which does not seem to have an exact counterpart in 
Canada - the departmental committee. Ad hoc departmental 
committees, composed of interested laymen and professional 
experts, are appointed for the purpose of indicating new 
directions to the government department which wishes to make 
some administrative changes in the organization of public 
services. The Hastings Committee is not unlike a British depart- 
mental committee except that it was not funded directly and 
provided with a government secretariat but was supported by a 
National Health Grant and employed its own staff. 


CONSULTANCY 


In Canada, particularly in the hospital service, development 
of consultancy both from voluntary and government sources has 
been considerable. One example is Saskatchewan which has five 
Regional Hospital Councils employing consultants in accountancy, 
medical records, social work. The Saskatchewan Hospital 
Association also employs consultant nurses and dietitians and 
negotiates on behalf of the hospitals with employee groups; the 
Saskatchewan Hospital Services Plan employs a medical consultant. 
There are also consultants in rehabilitation attached to the 
public health service of the province. In British Columbia, the 
Hospital Insurance Commission has developed an industrial 
engineering department which makes work studies on special 
problems e.g. the location and standardization of chronic renal 
care units and the public health service has set up an operation- 
al research department. In Quebec, the regions have had planning 
divisions, now disbanded under Law 48. 


However, some problems relating to the system of provin- 
cial contracting with independent agencies exist. One is the 
extent of the consultants' authority, which, if ill-defined, 
may create strains in the organization. There is need for 
clarification of mutual expectations at an early Stage. These 
may not always be easy to determine when the organization itself 
is not clear about its objectives and when the sources of power 
are divided i.e. between funding agencies and professional 
disciplinary bodies. 
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Consultants can make many useful contributions both at 
the design stage (planning of staffing, program development, 
siting of buildings, architectural style and building tech- 
niques, equipment) and at the Operational stage. The problem is 
related to their authority. In Britain and the U.S. there have 
recently been scandals about chronic care hospitals and a 
monitoring system has had to be developed against the resistance 
of the medical profession. 


Maddox (2) has suggested that by using these two mechanisms 
of parliamentary discussion and consultancy judiciously, and by 
following a policy of slowly negotiated changes the British 
National Health Service and the interlocked social services have 
been able to adapt to new ideas gradually and successfully since 
the legislation setting up the 'welfare state' was introduced. 
He thinks the British public has had good value for money and 
he questions whether rational investigation would have produced 
better results. 


MANAGEMENT TECHNIQUES 


Klein (3) confirms that there is little general interest in 
"consumer involvement' in Britain, but there is 4 growing interest 
in measurement of results within the overall ideological commit- 
ment to provide health services. 


(a) Program Review 


A management systems approach is now being introduced in 
the U.K. This type of évaluation is. described by 

Beaudoin (4) ag being an appropriate approach to the 
assessment of social welfare services in Canada. He 
suggests that evaluation should begin with a listing of 
existing programs and an examination of their scope, for 

a whole series of programs might be collapsed into one 
extensively reorganized scheme able to tackle a whole 
range of social problems. He considers that it is impor - 
tant to scrutinize present program objectives, administra- 
tive structures, physical and financial resources. Particu- 
larly in the social welfare services there is need to 

move beyond ideological commitments to properly costed 

and evaluated global programs. "When they are able to 
make adequate evaluations of their work, social workers 
will gain much more power to achieve their objectives." 
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It seems clear that many provincial governments need 

to begin with program review. At the present time most 
governments contract work out to voluntary agencies. 
The controls over them are not well developed for each 
is jealous of its autonomy and machinery exists to help 
to maintain this e.g. accreditation procedures. For 
example, it is obvious that there could be a consider- 
able amount of rationalization of hospitals. 


Apart from program review, the other managerial tech- 
niques of assessment that may be used are cost-benefit or 
cost-effectiveness analyses and operational research. 

The importance of all these techniques lies in the ne- 
cessity, which they impose, of clarifying objectives, 
determining priorities and balancing organizational 
choices. 


(b) Cost-benefit or cost-effectiveness analyses 
Some mention was made by Klein(5) of the advantages and 
disadvantages of cost benefit analyses - they tend to 
focus attention upon quantifiable data and to under- 
estimate other factors. Beaudoin also mentions the tech- 
nique of rationalizing budgetary choices which is based 
on an elaboration of information systems used for budge- 
tary decision-making. 


(c) Operational research 
Operational research may develop simulation techniques 
for problem analysis and problem solving, or it may be 
used, as in Scotland, for reviewing on-going programs 
(such as the development of health centres) and 
assisting their adjustment to evolving concepts of team- 
work and health care. 


It would appear to be particularly important to develop 
these managerial techniques for the health services as 
rapidly as is feasible so that regional programs may be 
streamlined with as little waste as possible. 


Baudoin points to three stages in the development of 
programs: 'l'étape d'initiation, la phase de contact, 


18 = 4 


1'étape d'implémentation.'* Each of these stages 
needs to be evaluated. There are five steps in 
social program evaluation he says: 


1. systematic accumulation of facts, 

2. review efforts made, efficacy attained and 
productivity achieved, 

3. differentiate these three activities, 

4. use technical methods (e.g. program review, social 
scientific research methods, cost analysis and 
operational research), 

5. recognize cultural context and its value system. 


SCIENTIFIC EVALUATION 


The fourth approach 'scientific evaluation' is described 
by Caro as being quite different from basic research. Some, 
he says, consider it to be distinctively different, others 
classify evaluation as a form of research, differing in purpose 
rather than method. He cites Cherns who distinguished the 
difference by saying that basic research arises out of perceived 
needs of an academic discipline whereas action (evaluative) 
research is concerned with an ongoing problem in an organizational 
framework and involves the introduction and observation of 
planned change. They differ too in potentiality for utilization: 
basic research has greater potentiality for generality but is 
limited for immediate utilization, the opposite is true of 
evaluative research. 


Reviewing the issues in the evaluation of social programs, 
Caro says: "Attempts to define evaluation reflect concern with 
both information on the outcomes of programs and judgments re- 
garding the desirability or value of programs. Several distinctly 
different approaches to evaluation methodology may be identified, 
Legislators, administrators, practitioners, recipients of service 
and journalists are among those who typically rely on impressionis- 
tic or informal evaluation. Stake(9) has described informal eval- 
uation as dependent on casual observation, implicit goals, 
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development, research and demonstration. 
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intuitive norms and subjective judgment. He characterized 
informal evaluation as of variable quality - sometimes 
penetrating and insightful, sometimes superficial and dis- 
torted. Similarly, Mann and Likert (10) noted that observations 
of participants may provide suggestive leads for interpreting 
the effects of programs, but because the extent of their bias 
is unknown, it is impossible to judge the accuracy of their 
conclusions. 


"Among formal approaches to evaluation, a distinction 
may be made betwen those emphasizing inputs and outputs. Ed- 
ucational accrediting agencies, municipal building inspectors, 
and fire insurance underwriters engage in formal evaluation 
activities using explicit check lists and formulas. Their 
evaluative judgments are based on inputs. Data are typically 
obtained through site inspections." Glass(1l pointed out that... 
"this approach is weak in the areas of objectivity and validity. 
The program accounting approach to evaluation also emphasizes 
inputs or efforts. Its focus is on the maintenance and quanti- 
tative analysis of records of project activities. The extent 
of actual practitioner-client contact or the number of clients 
exposed to programs are typical concerns. Outputs or effects 
tend to receive little attention because program accounting is 
tied to routine agency records, and agencies are usually unable 
to undertake the extensive follow-up activities that would yield 
complete information on the outcome of services. Program 
accounting is useful as a procedure for determining the adminis- 
trative viability of programs. It may provide a sound basis 
for screening programs on the basis of ability to establish 
contacts with clients and the cost of program-client contacts." 


Evaluative research, says Caro, is characterized by its 
emphasis on outputs or effects and its concern with the use of 
the scientific method. The emphasis in evaluative research on 
outputs need not imply a lack of concern over input variables. 


"Evaluation may be viewed as a phase in Systematic program 
development. Ideally, action programming is preceded by a 
planning process that includes (1) identification of problems; 

(2) specification of objectives; (3) analysis of the causes of 
problems and the shortcomings of existing programs, and (4) an 
examination of possible action alternatives. Evaluation follows 
program implementation and provides a basis for further planning 
and program refinement...The planning, action, evaluation cycle 
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may be repeated indefinitely until objectives are realized or 
programs and objectives are redefined. Results of evaluation 
may be used to modify programs when they are in progress and 
to increase the likelihood of realization of long-term goals. 
When evaluation is viewed as part of a process of planned 
change, the utilization of evaluation findings in decision 
making becomes a key concern." 


Evaluation, he says, may be "formative" or "summative'! 
according to the stage of development of the organization being 
reviewed. 


Caro ends his review by saying: "Evaluative research is 
an activity surrounded by serious obstacles. Satisfied with 
informal and impressionistic approaches to evaluation, policy 
makers are often reluctant to make the investment needed to 
obtain verifiable data on the effects of their programs. Evalu- 
ative researchers are typically confronted with problems of 
measurement and design which greatly restrict their ability to 
reach unambiguous conclusions. Abrasive relations with prac- 
titioners and clients can add to the evaluators! difficulties 
in obtaining information. Evaluative research is often addressed 
to a distressingly narrow range of issues and results are not as 
fully or widely disclosed as they might be. At the same time, 
highly pertinent findings of evaluative research are often ignored 
by policy makers. It is little wonder that many social 
scientists regard evaluative research as a dubious enterprise. 


"Yet the argument for emphasizing evaluative research in 
social programming is strong. Expenditures...are enormous. At 
the same time there is reason to be dissatisfied with the effective- 
ness of many of these programs. Increase in programming costs 
tend to be much more conspicuous than improvements in the quality 
of services. if it can béeapreed that social programs should be 
strengthened and that improvement is most likely to come about 
through the use of rational methods, it is clear that the evalua- 
tion role is important and should be emphasized. If there were 
a more serious emphasis on performance standards and a search 
for more effective program approaches, evaluation researchers 
would be more often able to obtain the political and administra- 
tive support needed to employ powerful experimental designs. 
(There is a need then to be concerned) not only with immediate 
methodological and organizational problems but the larger issues 
concerning the social context in which social programs are con- 


ducted." 
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MEDICAL RECORDS 


aveiae requirement for scientific evidence is a data base. 
Morgan ‘ has suggested that the problems of medical record 
keeping are problems in decision-making: 


"What information should be collected? 
What data should be recorded? 

In what format should data be entered? 
How should records be filed? 

How should data be retrieved?" 


These questions, he says, are basic. '‘'The answers depend upon: 
The purposes of data collection; the data sources (reports , 
various personnel, etc.) facilities available (personnel, hard- 
ware, software); individual enthusiasm, outside assistance 
(advice) or needs (requests)..In designing a record system for 
an ambulatory care facility, there must be a clear a priori 
understanding of: the objectives of the record system, the 
priorities of the objectives, data sources - quantitative and 
qualitative; resources, including constraints; issues of privacy 
and ethics. The main objectives of the records are: to assist 
in continuing patient treatment; to protect the physician and 
his agents, to assist in administration, especially billing, to 
provide research material; to assist in evaluation of quality of 
care.'' Two reviewers have been unhappy "that quality of care" 
comes so low in Morgan's list. One suggests that it is part of 
the same concept as "continuing patient treatment." 


Morgan suggests that "in the view of most practicing 
physicians, the record exists for their convenience and use in 
treating the patient. Other considerations, such as legal and 
administrative implications, play a minor part in design or use 
of the record. There may be some difficulty in persuading com- 
munity health centre physicians to really expand the usefulness 
of the record. There will be a natural reluctance to provide 
research material if it increases the physicians' work; most 
research projects involving extra work for the practitioner fail 
miserably no matter how enthused the participants seem initially.'* 


* An international conference on ambulatory care records was held 
in Chicago in March 1972 and a report on the proceedings of the 
conference should be available shortly. Possibly this will 
enable standards to be set for community health centres and may 
recommend audit procedures. (13) 
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In hospitals, doctors have become accustomed to the system 
of medical audit. These records are kept in a central file 
by medical record librarians or technicians who are required to 
use them as a basis for reporting on the hospital's work for 
accreditation purposes. Morgan believes that a doctor will 
tolerate hospital audits "because of the substantial fear of 
loss of admitting privileges; but he may balk at invasion of 
his heretofore private writings. And, unlike hospital records ; 
there are almost no widely accepted standards (empirical or 
normative) of ambulatory care records." He considers that the 
physicians will have to be offered some return for the extra 
work and loss of privacy. He Says: 'While a few may respond 
to the system for its educational feedback, more likely most 
will accept it only if it is enforced as a condition of pay/ 
employment/continuing accreditation in a professional organiza- 
tion. As well, the purpose of the audit must be clear to all: 
Is it to monitor quality, educate the physician or provide 
research data?" 


Hewitt (14) takes a somewhat different view from Morgan. 
Writing about community health centre records, he says: "It 
is almost within the definition of group practice that partici- 
pating physicians and other staff will compile and use records 
jointly. By comparison with the solo practice Situation, then, 
one may note: (a) that when professional responsibilities are 
Shared, personal recollection cannot possibly suffice, and for 
the first time (but as in hospital work) a patient record becomes 
the indispensable basis for continuing services; (b) that joint 
use of records constitutes a natural basis for perpetual mutual 
quality audit." He believes that there is a difference between 
the mental set of the solo practitioner and the group practitioner 
"the former resents intrusion on his (not the patient's) privacy 
and has little relevance to group practice.'' The question then 
which arises is the extent to which teamwork can be developed, 
for teamwork is problem centred and should eliminate the difficul- 
ties of opening up records to scrutiny. 


SIMPLIFICATION AND STANDARDIZATION OF RECORDS 


Morgan concludes his paper with a discussion of record 
simplification which he believes to be a necessity if records 
are to be used as a research tool. He would like to see more use 
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of computerization which would require simplified recording 
and, he believes, more effective recording. 


It is clear that record systems for community health 
centres need to be carefully thought out. There are many 
other problems which were noted in the Saskatchewan group 
practice study, CEs the difficulty of keeping family 
records together. >) 


One question which is brought up is the question of 
record standardization in all community clinics. If this could 
be achieved there would be tremendous advantages, particularly 
if it were linked to a life history record of the patient. 
Morgan is dubious about introducing either of these quickly 
though others have been more confident about the possibilities. 


CONFIDENTIALITY 


Morgan also raises, but does not discuss in any detail, 
the question of confidentiality of medical records. This becomes 
an even more difficult question if these become health records 
and combine medical and social factors. Wallace and Davis 
believe that computerization may protect the patients better 
because access to computerized records will be easier to restrict. 
"If card punching is performed outside the medical centre, the 
operator is supplied solely with a list of codes which are 
meaningless without the code chart." Williams(17) is not so sure. 
In a recent article, he has discussed the effect of teamwork 
upon record keeping. He draws attention to the need for records 
to circulate "on a horizontal plane (where) the health professions 
are divided by training, responsibility, power and prestige into 
the occupational categories of technicians, nurses, other allied 
health professionals and physicians..and on the vertical plane 
(where) the health professions are divided by clinic departments 
and specialties. The departments are limited in knowledge and 
practice to particular components of the health processes. The 
resulting mosaic results in a series of boundaries which vary in 
permeability for the health professions. Yet a particular patient 
with a particular set of health problems can move through (these).. 
As a result health services tend to be fragmented and impersonal 
as each health professional explores his assigned segment of the 
case...The unifying elements are the medical record and the 
accounting statements...Patients are required to disclose 
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confidential information to an indeterminate number of health 
professionals either verbally or through clinical, laboratory, 
psychiatric exams or intensive interviews. In addition to the 
patient's chart, each profession keeps its own records." Williams 
lists nine purposes for keeping records: basic accounting proce- 
dures, classification of records by problem areas, diagnosis 

and clinical interpretations, case history, treatment, case 
registry (e.g. cancer cases), record linkage, control, research. 
He goes on to discuss the need to protect the privacy of infor- 
mation given in confidence whilst at the same time providing 

the data required for social planning and social control. Pres- 
ently, he says, "minimal attention has been given to protecting 
privacy and confidentiality of health records. Accurate and 
inaccurate health information is being disseminated to a wide 
variety of agents who are using it against some individuals." 

He suggests that more controls over dissemination of information 
are urgently required, so that researchers may be freed to do 
their work properly. 


EVALUATION OF AMBULATORY HEALTH CARE: THE EPIDEMIOLOGISTS' VIEW 


Buck (19) thinks that a health care facility should develop 
methods for educating its clientele not only to comply with 
treatment but also to seek treatment and to attend for preventive 
and detection procedures of established worth. 


She asks: "Should a system of health care include the 
'recruitment' of persons with health problems amenable to care?... 
If so, it would be necessary to identify the clientele of a 
particular health facility in order to determine whether appropri- 
ate forms of 'recruitment' had been attempted... Lt.will be xrecall— 
ed that LeRiche (204) gid not think that this was necessary since 
most Canadians seem to be willing to ae in search of health care 
when they want it. However, Sackett (20b) suggests that consumers 
do not know how to make good use of diagnostic and treatment ser- 
vices under the present conditions of delivery. The question of 
enrolment of patients within a free-choice system has already 
been discussed but neither Buck nor Sackett mentions the free-choice 
principle. 


It has been suggested that one of the advantages of a 
community health centre would be its concern for surveillance, 
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maintenance and restoration - the continuing care of patients - 
and whether to provide an elaborate system of medical screening 
will therefore be an important question to answer. 


Epidemiologists are specially interested in the question 
of diagnostic screening. This is an area of intense controversy 
and one on which cost benefit research is urgently needed. 
Pearson(18) has reviewed the evidence and develops a concept of 
"critical morbidity" i.e. that screening must be restricted to 
those conditions in which it is possible to affect the natural 
history of the disease. Screening procedures are found generally 
warranted in matters concerning ante-natal/post-natal care, 
children, pre-employment and armed forces induction. In such 
cases, screening is directed at physical, emotional, behavioural 
and learning problems. Where a screening program is part of 
a comprehensive care system which includes surveillance, preven- 
tive, curative services and an integrated record system "the 
virtues of screening may be fully exploited." Without proper 
follow-up screening is not useful. 


In a widely cited review of methods of evaluation of the 
quality of medical care, Donabedian (21) suggests that there are 
three approaches to the assessment of care: the examination of 
outcomes, of processes, of the settings in which it takes place 
and the instrumentalities of which it is the product. "This 
(last) may be roughly designated as the assessment of structure 
although it may include administrative and related processes that 
Support and direct the provision of care."' But..."the relation- 
ship between structure and process or structure and outcome is 
often not well established." 


Buck goes on to examine structures, processes and outcomes. 
"Whenever structure can be used as an indicator of quality it 
should be. Probably we can identify some physical aspects of 
structure whose relationship to the quality of care is undeniable. 
We are on much less certain ground when it comes to the administra- 
tive aspects of structure." 


She says: "As far as process is concerned the major diffi- 
culty is the frequently uncertain relationship between process 
and outcome. This is not just a matter of the varying degrees 


of compliance on the part of the patients. Quite a number of 
diagnostic techniques and therapies are of unproven utility in 
terms of outcome"...More is known about the use of drugs and 


other therapeutic techniques than about the processes of 
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diagnosis. "The study of process can be used to measure quality 
of care only to the extent that process has been validated." 

She believes that the record system of a health care facility 
must become one of the criteria for the assessment of quality. 


In discussing outcomes, Buck Says that it is only in 
certain circumstances that outcomes can be more easily measured 
than processes, e.g. in vital statistics of mortality and 
morbidity, but these are too remote from the unit of delivery. 
However, she believes it would be possible to pull out morbidity 
data from records kept for billing purposes, provided that 
physicians are recording true diagnoses, not "allowable" 
diagnoses (distortion occurs when payment schedules are out-of- 
line). This cannot be done in a capitation system and "an 
important source of routine information about health outcomes" 
may be lost unless it is given consideration. Logan (22) suggests 
there are other ways of overcoming this lack, by case sampling 
on given days, but one of the virtues of the fee-for-service 
System has been its detailed data collection. "If quality 
control is to become a reality, good records are necessary for 
the examination of outcomes, processes and clientele, and to 
assess the state of knowledge and process-outcome and structure- 
outcome relationships and to establish a means for relating 
process records to health outcome records." 


Sackett suggests that the key question is: "Which health 
professions should deliver what ambulatory services to which 
members of the community?" 


"The planning and evaluation of innovative ambulatory 
care programs, if based upon determinations of the extent to 
which the recommendations of the health professions and the more 
specific service demands of the general community have been 
carried out, carries with it no guarantee that the health ser- 
vices will be of health benefit to the community. Similarly, 
efficiency maximizing evaluative techniques presuppose the 
health value of the services being optimised. (Sub hasrus 
inadequate)...for evaluation to be successful two contrary forces 
must be recognized and a middle group identified". First evalua- 
tion must be identified as a serious goal, second, the evaluation 
undertaken must be both relevant and feasible in the local com- 
munity setting. It must focus upon key issues of greatest rele- 
vance to that setting and must use the scarce evaluators well. 
Sackett believes this middle ground to lie "in an evaluation 
which focuses upon a study of whether the program makes available 


Toi 13 


those services previously demonstrated to be beneficial to health, 
coupled with a limited investigation of the acceptability of 
health professions in new and expanded roles." He goes on to 
outline a method which has been used for training health evalua- 
tors in Canada. He lists a series of questions concerning effi- 
cacy, effectiveness, availability, and efficiency and suggests 
technical methods of dealing with these questions. 


EVALUATION OF COMMUNITY HEALTH CENTRES: THE SOCIOLOGISTS' VIEW 


The sociologists are less interested in outcomes than in 
processes and structures. In the past, interest in process was 
a medical professional interest in efficiency and effectiveness. 
Now, Draper (23) suggests, processes should be evaluated through 
the eyes of consumers also and not only those of physicians. 
There are other wees too, of evaluating structures than those 
described by Buck ( 25 


One example of the sociologists' approach was that used 
in collecting case study material on health centres(24). The 
guidelines sent out to correspondents asked for reports to be 
written under these headings: 


"The case material to be collected can be grouped under 
four headings: 


1. Conception: The idea or the philosophy of the health centre; 
favourable or unfavourable political forces; 
problems and their solutions, etc. 


2. Program: The centre itself; the services, personnel, 
methods of beginning, the relationships; the 
cycle; plans of operation, stabilization, etc. 


3. Population: Socioeconomic levels, health levels, social 
and political organization, etc. 


4. Effects: Frequency of access to the clinic; attainment 
of health levels; effects on the global politics 
of health, etc. 


Each of the above headings affect the others in ways so 
that the whole constitutes a dynamic process. Analysis of this 


18 - 14 


process can be very complicated; it is this feedback which will 
permit us to explain the diverse qualities of particular pro- 
grams (in our case, the health centres), especially their 
evolution. 


The type and direction of these effects on the population: 


--on the levels of individual attitudes; ene e5, Ave the 
citizens more or less disposed toward medicine? Do the 
citizens have the impression of being treated more 
humanely? 


--on the levels of involvement; e.g., Do citizens consult 
doctors more often? 


--on the levels of health; e.g., Is the rate of infant 
mortality effectively lowered? Is there any correspon- 
dence between the services offered and the health 
problems of the population? 


In effect, we pose some broad evaluative questions regarding 
the program where information is available and where we can, 
through time, note these effects. 


THE FUNDING OF RESEARCH IN THE U.S. AND CANADA 


The major disciplines which may be applied to analysis of 
health services organization are epidemiology, sociology and 
economics.* Anderson(7) is concerned about the way in which 
granting committees tend to be dominated by epidemiologists. 
Reviewing the reasons why applications for research grants 
fail to get funded, he says that many fail the test of peer 
review because they are judged on epidemiological criteria. 

They are judged to have failed the test because: "There is no 
hypothesis, no concept of denominators, an inappropriate attempt 
to generalize to a broader population, misuse of statistics, 
failure to consider clinical trial design, too small a sample, 
too many variables (one runs out of what the statistician calls 
degrees of freedom) and so on and so on down the whole path of 


The contribution of the health economists is discussed in a 


separate paper by Dr. Peter Ruderman(25) . 
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epidemiological clichés.'"" If health centres are to be evaluated, 
the researchers' grant applications are not likely to be able to 
meet basic research criteria. They will be concerned with "an 
on-going problem in an organizational framework including the 
introduction and observation of planned change." 


In a critical review of U.S. health care grants in 1970, 
it was found that only 32% of applications were approved; "staff 
have noted that if there was neither a biostatistician nor an 
epidemiologist associated with the grant proposal the approval 
rate was only 23%, if there was either a statistician or an 
epidemiologist, it rose to 43%, if there was only an epidemiolo- 
gist it rose to 60% and if there were both, to 67%."' But Anderson 
does not tell us how many epidemiologists or statisticians 
and how many economists or sociologists acted as peer reviewers. 


He has drawn attention to the changing patterns of funding 
of U.S. research in health care, reported in September 1971 by 
the National Centre for Health Services Research and Development. 
The centre was established in 1969 with four divisions; community 
health services, research and development technology, social and 
economic analysis and training (grants). 


The research and development division is concerned with 
demonstration projects "to assist selected communities to develop 
economically and medically sound health care delivery patterns to 
serve their total populations....A fundamental prerequisite is the 
existence of an organization representing all major health-interested 
groups in the community, including consumers, providers, third- 
party payers and appropriate political institutions" and with 
other experiments in health services planning and delivery systems. 


In the technological division, several medical organizations 
are being supported in reviews of more effective experiments in 
developing patient care: 


1. Developing and refining of procedure and treatment 
criteria for the office care of patients. 
Effectiveness of hospital and ambulatory care. 
Assessment of hospital care provided by internists. 
Prognostic epidemiology. 

. Review of claims and content of medical practice. 
Pediatric care review. 
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It is also concerned with health services data systems: 


1. Hospital information and medical data processing 
systems. 

2. Community medicine information systems. 

3. Health maintenance through disease detection and 
screening. 

4. Logistics of health care delivery. 


The social and economic analysis division has four 
branches- economic analysis, epidemiology, political and legal 
analyses, and social analysis. In economic analysis, the branch 
is concerned with analyzing the supply and demand for health 
services and possibilities for removing obstacles to the optimal 
allocation of resources for health. Current interests are: 
incentives, payment systems and insurance, economic organization 
of the health care industry, supply, and demand for health care, 
and manpower. The political and legal analyses branch is inter- 
ested in analysis of political and legal processes as they impinge 
on health care. The social analysis branch was set up to try to 
understand the dynamics of the interrelationship between providers 
and consumers of health care in specific organizational settings 
in which care is provided and the variables which impinge upon 
this interaction. Major interest centres upon (1) consumer 
behaviour, (2) professional behaviour, (3) organizational be- 
haviour, (4) community behaviour, and (5) methodological issues 
in data gathering. 


This division emphasizes its multidisciplinary approach. 
Of special interest are the manpower demonstration projects 
which have been funded. 


1. Mid-level medical workers; physicians' assistant, 
family nurse practitioner, pediatric nurse practitioner, 
school nurse practitioner, nurse midwife, dental 
auxiliary. 

2. Appraisal of medical clinic staffing patterns. 

3. Allied health management of chronic diseases. 


Chart 15 gives information about the main topics of research 
in health care funded in Canada in 1970(27). ‘The same problems 
that have existed in the U.S. about peer judgment apply in Canada. 
National Health Grants Committees have been dominated by econo- 
mists, epidemiologists and statisticians though recently 
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sepresentatives of other disciplines have been appointed as 
members. There are now sub-committees for considering basic 
and demonstration grant applications. 


However, sociological research needs to be encouraged. 
Grants are unlikely to be awarded for the study of the emergent 
stages of clinic development on present criteria. Presently a 
grant application would probably require the centre to have 
established a medical records system for the study of its 
patient population and this does not become available until the 
centre is well established. The sociologist can develop baselines 
long before a centre begins to be established in a community. 
His interest is in "before and after" studies other than in 
populations. 


THE SPONSORSHIP OF EVALUATION 


"Because of problems of cost and access to information, 
formal evaluation is usually a sponsored activity. The issues 
addressed by evaluation and the manner in which the results are 
reported are strongly related to sponsorship. Consequently, 
the interests of the general public, practitioners, and 
recipients of services are not often fully served by evaluators ," 
Says Caro. 


In a letter to the researchco-ordinator of the community 
health centre project, Anderson ( pointed out that studies made 
without effective political support and without the involvement 
of politicians or professional power groups who can implement 
change are likely to founder. He uses as an example research on 
health care problems in British Columbia, where the difficulty 
has been that the fruits of the research have not been used to 
effect changes. The medical profession has resisted the efforts 
of the B.C. Health Resources Council to co-ordinate manpower 
planning in the province. He suggests that "neither demonstra- 
tion projects, nor research projects will be of any value unless 
they’: 

1. are sponsored by bodies which have power to implement 

change, 

2. are developed to answer questions posed originally by 

the change agents, 

3. report back to the change agents, 

4. include specific recommendations relevant to appropriate 

and feasible change." 
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TYPES OF RESEARCH FUNDED BY HEALTH CARE GRANTS IN CANADA 1971 


Section A: 


Section Be 


Sectvon G: 


Quality of Health Care 


Maternal, infant 
Children 

Mental Health 
Nursing 

Genetic 
Infection 
General 


People in Health Care 


Education 
Continuing 
Medical 

Nursing 

Nurse Practitioner 
Tetalis 

Paramedical 

Public 


Organization of Health 


Care 
Clintes 


Youth and Drug 
Underserviced Areas 
Miscellaneous 
Student 

Community 


Mental Health 
Nursing 

Treatment Services 
Home Care 

Dental 

Involving Primarily 
the Computer 
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Quality of Environment 


Air Pollution 
Radiation 

Sewage 

Chemical Pollution 
Water 

Noise 

General 


Manpower 


Academic 
Practicing 
Nursing 
Dental 
Paramedical 
General 
Expectation 


Family Practice Units 


Organizational Studies in 


Medical Practice 
Regionalization 


Evaluation 
Mental Health 
Screening 
Practice 
Nursing 
Dental 
General 


Section D: Management 


— a 
Computers and Records Other Aspects 
Hospital Business Nurses and Nursing Care 
Hospital Utilization Health Personnel Generally 
and Management Pharmacy and Medical Equipment 
Hospital Information Food, laundry, etc. Services 
Systems Laboratory 
Medical Information Miscellaneous 
Systems 


Medical Records 

Record Linkage and 
Statistical Analysis 

Automated laboratories 

Ambulance Studies 

Simulation-Education 


Planning 
Diagnostic Signal Analysis 
Miscellaneous 
Section E: Demand Screening 
Demand for Service Mental Health 
Related To Metabolics 
Population Generally Visual 
Mental Health Cardiovascular 
Dental Health Cancer 
Special Populations Hearing 
Hospitals Fetus, New Born, Infants 
Emergency Services Genetic 
Practices General 
Other 
Section F: Prevention and 

Promotion 
General Accidents 
Mental Health Vehicle _ 
Infectious Disease Road and Accessories 
Other Driver 

General 

Victim 

Education 

Standards 

Genetics 


Data Resources 
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Section G: Health Care 
Research 


Research Positions 


Supported by Grants 


In Epidemiology 
In Biostatistics 
in Dentistry 
For Units 
General 


Methodology 


Section H: Socioeconomic 


Sociology of Health 
Mental Health 


Medical Students 

Physicians 

Family 

Various Studies of large Groups 
Interrelationships 

Personnel 

Family Planning 

Emergency, Abortions 

Other 


Health Economics 


Source: Science Council. Health Care in Canada - Dr. H. Rocke 
Robertson's progress report March 1972 
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In a paper delivered to the Canadian Public Health 
Association in June 1972, Anderson(7) develops this theme 
about sponsorship and power to effect changes. He discusses 
the present processes of giving grant aid to researchers and 
evaluators who apply for National Health Grants in Canada. 
After reviewing the research methodology and the qualifications 
of the researchers, the granting committee consider whether each 
project is of sufficient relevance to be funded: ''Here the 
reviewer finds himself asking a question such as ‘if this well 
designed study were conducted as designed, and if the results 
were made known to the proper people, would some action be 
forthcoming or would a demonstration project be feasible?' It 
is this value assignment which is most difficult and which 
involves the greatest discussion at the peer review committee 
level.'' Anderson goes on to argue that health care research 
scientists are not the right people to make the decisions about 
relevance. "In fact the Lamontagne Committee recommends as 
essential a drastic change in Canada's priorities for funding | 
curiosity-based research: thus in their bold look at our future, 
research in the social sciences and the humanities (are to) edge 
out life sciences' research for the highest priority. The deci- 
sionon priorities then must be made by society." Later in the 
Same paper Anderson suggests that a National Council of Health 
should set the priorities. Probably this Council would need to 
be advised by an Institute of Health Services Research and 
Development which would collect and sift data on general trends. 
"The Council should be free to 'view with concern' inappropriate 
or ill conceived changes in the system and identify the impact 
of changes upon the allocation of resources and the systematic 
development and distribution of medical care. Without such a 
Council we are at the mercy of unsolicited and therefore unplanned 
innovative proposals." 


But will this National Council be sufficiently in touch 
with provincial and local levels? And can it hope to negotiate 
with the obstructive groups who do not want to know about change? 
Would this be the right body to authorize funding for evaluation? 


It is important that evaluation should be independent but 
it could be argued that there are advantages in getting a 
Sponsor nearer to the scene of action than a National Council of 
Health, particularly since many of the powers able to effect 
change in health services provision are at provincial and local 
levels. In fact 'evaluation' may have to be part of the package 
deal which is negotiated by regional authorities in planning 
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with the interested parties towards the development of a new 
System of care particularly if evaluation is seen to be part 
of a continuing process as Caro suggests. 


EFFECTIVE EVALUATION 


Suchman (29? distinguished between inside and outside 
evaluators and said that there were advantages and disadvantages 
in both positions. He thought that the inside evaluator was 
more likely to help with program development, or content, the 
outside evaluator is concerned with the development of standards. 
There may be a case for having inside and outside evaluators 
at a number of levels within the system of health care. 


Even the most carefully designed and executed evaluative 
research does not automatically lead to meaningful action. Often 
it cannot produce results early enough to be a major factor in 
short-term policy decisions. "Rigor, timing and utility" seem 
to pull against one another. Results may be indefinite, show 
small changes and fail to discriminate between the relative 
effectiveness of alternative programs, says Caro. It is 
difficult to find out the impact in the short term, and on 
seemingly unrelated facts that do affect peoples' health, says 
New (30) 


It is not going to be easy to develop evaluation activities. 
Evaluation creates great strain in the institutions being moni- 
tored. One problem is the amount of authority which the evalua- 
tor has. Others working in the organization may be geared to 
service rather than to research and may perceive research as 
limiting their service so they may not be very co-operative. 


Another problem may be client activism which may develop a 
hostility to evaluative research through impatience to do new 
things before an evaluation has been completed and because some 
clients already feel that they have been surveyed too often. 


"If one could influence the Hastings' study of community 
health centres...It would be to urge that they recommend a 
variety of well-defined models and that they establish a set of 
priority areas for innovation and demonstration drawn from their 
review of existing literature and experience. Only such a set 
of priority options will prevent an otherwise predictable 
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chaotic development of unco-ordinated and non-evaluated Health 

Maintenance Organizations; only this will enhance the likelihood 
of better peer review; and only this will reduce the inordinate 
duplication of the same unsuccessful innovation", says Anderson. 


SUMMARY 


There are four kinds of assessment: public opinion, con- 
sultant advice, managerial techniques and scientific evaluation. 
Usually these are used together. Interest in evaluative research 
is likely to be greatest where there is a predisposition towards 
gradual change. It is not of interest to conservatives or rev- 
olutionaries. It is most useful where it is to be expected that 
program effects will not be directly and immediately evident, 
where effects are subtle and diffuse and where there is greater 
distance between providers and consumers. It is most useful 
where a program is expensive, its impact is potentially great 
but uncertain and where the potential for diffusing programming 
conception is great. 


Traditionally democratic governments have been kept inform- 
ed through parliamentary mechanisms - letters, TV, parliamentary 
questions, pressure group activities. As the need for action 
becomes more obvious they may publish White Papers or set up 
Royal Commissions. Great Britain has departmental committees - 
the Hastings Committee is similar - which point to new administra- 
tive directions for government. 


Consultancy is developing in Canada, particularly in the 
hospital service, but consultants have problems in working with 
independent agencies. The consultants' authority is ill-defined 
and the situation is confused because agency objectives are 
often not.cléar.. 


Consultants may make their most useful contribution at the 
design stage but they may also act as monitors. However, authority 
questions arise if they challenge existing powers. 


The development of management techniques is advocated. 
Programs should be listed and examined and collapsed into a more 
rational scheme. There is need to move beyond ideological 
commitments (particularly in social services) to a properly costed 
and evaluated global program if general objectives are to be 
achieved. 
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Provincial governments need to begin with program review. 
This is difficult when provincial governments contract with 
voluntary agencies. 


Other techniques are cost benefit, cost assessment, and 
operational research. They should lead to clarification of 
objectives, determination of priorities and balancing of organi- 
zational choices. 


Beaudoin points to three steps in program development: 
initiation, contact, implementation: and five stages in program 
evaluation: systematic accumulation of facts; review of efforts, 
efficacy and productivity, differentiation of these three 
factors; use of technical methods; recognition of cultural context. 


Caro describes scientific evaluation. He distinguishes 
studies based on (a) input (b) output data and says scientific 
evaluation is based on output data. Studies need to be made 
before, during and after (a) the planning (b) evaluation 
(c) to assess effects of implementation and may be repeated in- 
definitely. Evaluation may be formative or summative. It is a 
difficult process to carry out but worthwhile because health 
services expenditures are enormous. Though methodological 
problems are complex, social context problems are even more 
complex. 


The basis for evaluation is recording. The principles of 
medical record-keeping are discussed. What data should be 
collected? recorded? what format? how filed? how retrieved? 
Much depends on perception of purposes. Physicians tend to see 
records as their personal property. Health centre physicians 
will have a natural reluctance to do more work for research 
purposes. Hospitals keep better records than offices because of 
audits and fear of loss of privileges. Can a similar system be 
introduced into community health centres? 


But community health centres by definition depend on rec- 
ords as the centre of teamwork. Community health centre physi- 
cians should have a different attitude from their colleagues 
towards records as a basis for their work, 


Computerization would lead to simpler and more effective re- 


cording and would be helpful for research purposes, because record 
standardization is an important question. 
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Problems relating to confidentiality will be numerous 
if records are computerized. Computerization may make it easier 
to keep family records together. 


Capitation systems may mean loss of records now kept for 
billang. 


Epidemiologists are not only concerned with the distinc- 
tion between health and health care but also in relating the 
two by getting patients not only to comply with treatment but 
to seek it and attend for prevention and detection procedures of 
established worth. Should community health centres recruit 
patients, enrol them for care? Epidemiologists are concerned 
about the value of diagnostic screening. Pearson develops the 
concept of critical morbidity. Cost benefit analysis is 
urgently needed. 


Donabedian suggests that there should be examination of 
outcomes, processes, settings i.e. structure and administrative 
processes. But the relationship between the three is not well 
established. 


Buck says that whenever structure can be used as an indi- 
cator of quality it should be. Physical aspects can be jucged 
much more soundly than administrative aspects. 


As far as process is concerned, there are problems in 
relating it to outcomes particularly in relation to patient 
compliance, diagnostic techniques and some other aspect of 
processes. 


Outcomes are not easily measurable but measurement might 
be improved. Training for evaluators is now available. 


Sackett believes that a major question is which health 
professionals should develop which health services with which 
members of a community? He suggests that neither the public 
nor health professionals can estimate the value of health 
services without using evaluative techniques. Health care must 
be identified as a serious goal and be both relevant and feasible 
in its local setting. 


Sociologists are less interested in outcomes than in 
processes and structures. Processes should be evaluated through 
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the eyes of consumers as well as those of professionals. An 
example of the sociological approach to evaluation is given by 
showing how the case study data was collected. The emphasis 
was on the dynamics of the change process. The importance of 
records, e.g. board minutes, personnel records, other than 
medical records was pointed out. 


Research funding committees have been dominated by epide- 
miologists and grant applications may fail because they do not 
meet epidemiological or statistical criteria. The United States 
has been reviewing its approach to funding. Canadian health 
care research funding in 1970 is documented. Sociological 
research needs to be encouraged, particularly relating to emer- 
gent stages of clinic development. 


The sponsorship of evaluation is such that the interests 
of the general public, practitioners and recipients of grants 
are not often fully served by evaluators. Studies are often 
made without effective political support and thus no action is 
taken on them. Anderson suggests that research should be 
funded only if it is sponsored by bodies which can implement 
change, or developed to answer questions posed originally by 
change agents, or if it reports back to change agents and 
includes specific recommendations relevant to appropriate 
and feasible change. He has suggested the need for the National 
Council of Health with an appropriate secretariat to determine 
research priorities. 


Is such a council likely to be in touch with provincial 
and local levels? It is important for the sponsor to be near 
to the scene of change, though independent evaluation may have 
to be part of the package deal for community health centres. 


There are inside and outside evaluators. Inside evalua- 
tors help in program development, outside evaluators with 
accountability for standards. Possibly both should be at a 
number of levels within the system. 


Evaluation does not necessarily lead to results. Evalua- 
tion will not be easy to develop. It creates great strain in 
the institutions being monitored. The evaluators' authority 
needs to be determined and employees need to be convinced that 
they should co-operate. Research is also important as well as 


service. 
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Client activism may develop hostility to evaluative 
research for evaluation needs time. Anderson wants the 
Hastings' study to establish a set of priority areas for 
innovations and evaluations. Otherwise development may be 


chaotic and there will be duplication of the same unsuccessful 
innovations. 
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CONCLUSIONS 


THE QUESTIONS 


The community health centre committee was asked to direct 
its attention to the following questions: 
(a) would community health centres increase accessibility 
to health care services in Canada? 
(b) would they improve acceptability? 
(c) would they reduce cost escalation? or at least reduce 
the cost of the medical care component of health services? 
(d) would they provide greater opportunities for skilled 
health manpower to be used more effectively? 
(e) ought they to offer consumers more chances to become 
invoived in the planning, management and operation of 
health service institutions? 


The questions are political. The answers will be political. 


DATA COLLECTION 


This report is based upon expert opinion, Whilst searching 
for evidence, attempts were made to find "hard" data to put 
against normative data. These attempts were not very successful. 
Where community health centres, exist they are ''demonstration" 
models and have many problems in operating because they are not 
part of an organized system of health centres. Measurements of 
their work have seldom been carried out and, where they have, 
researchers have been left with many questions which cannot be 
answered properly because of the effects of the surrounding system 
upon the variables considered. As well, it is not known whether 
the personalities and missionary zeal of many of the innovators 
have been a factor in the success or failure of the demonstra- 
tions. 
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WHAT ARE COMMUNITY HEALTH CENTRES? 


COMMUNITY HEALTH 


The concept of community health is the concept of healthy 
individuals in interaction with a healthy physical and social 
environment. Unfortunately, today, in urban societies, both 
individuals and communities find it difficult to achieve the 
state of being in optimal health. Individuals do not obey 
health rules, urban communities are not easily identifiable 
because their members do not have a clear sense of identification 
with them, some become alienated, most find life stressful at 
least for part of the time. Rural communities feel cut off and 
neglected. Medical care can deal with some health problems but 
not all. Whilst biomedical technology has been advancing very 
rapidly in the last 30 years, it has not done as much to improve 
health as economic advance which has led to a better standard of 
living. However, biomedical technology promises better health 
or at least longer life, which has been a predominant value in 
Western society, a value now beginning to be questioned by social 
policy makers but still accepted at the personal level. 


COMMUNITY HEALTH CENTRES 


The development of community health centres would be an 
attempt to find a different balance in health care away from the 
excesses of biomedical technology. Community health centres would 
emphasize the continuing assessment of health care needs for the 
"worried well" and continuing care for those with illnesses or 
disabilities - surveillance (but not screening except where the 
course of the disease can be altered), maintenance and restora- 
tion. The community health centre concept of health is more than 
a matter of physician checkups and professional interventions, it 
is, as well, a concept of assisting individuals to make psycho- 
social adjustment to their environment. It is also concerned with 
keeping people out of institutions as far as this is possible. 


A successful community health centre has to be part of a 
general system of care which links primary, secondary and 
tertiary medical care so that returns and recalls may be made 
when necessary and consultancy is contantly available. 


It is suggested that community health centres might be 
made up of modules - small teams which could give full-time or 
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part-time services within a regional district. This should 
enable the centres to provide general care and specialist 
services, such as youth advisory sessions, family planning 
clinics or mental health clinics which do not need to be open 
every day but should function at intervals. Being part of a 
regional system, the community health centres should also be 
able to reach agreement about the provision of services at hours 
suitable to the local population and to the community health 
centre staff. Thus the responsibility for urgent care could, 

if necessary, be shared with other clinics or the local hospital, 
and gradually patients might be trained to make better use of 
continuing care services. It is envisaged that the community 
health centre would need to have an enrolled population for the 
purpose of giving continuity of care to individuals and building 
up information about its clientele. 


The community health centre might become much more than a 
medical centre waiting for patients to come to ask for technical 
medical care services. It might first develop a receiving or 
problem sorting function to individuals within its walls and 
later extend this out into the community. Many people do not now 
know where to seek help and may reach one professional rather 
than another by chance, or they may never be able to get the 
professional help they need because they cannot find their way 
into the health or social services systems. 


In order to provide outreach problem sorting services, the 
community health centre needs to develop teams of indigenous 
workers paid or unpaid, who can tell friends and neighbours about 
available helpers. Freidson demonstrated a number of years ago 
that before people seek the service of professionals they will 
use a 'lay' referral system. 


As well, professionals may be located at strategic points 
in the community for the purposes of case-finding or information- 
giving-pharmacists in retail stores, visiting public health 
nurses, and non-health professionals, such as ministers or 
policemen, might be linked to the community health centre for 
this purpose. Again, a record system is of vital importance if 
community needs are to be explored and action taken. 


The CELDIC Committee thought that 25% of children had 


problems but only 3% needed intensive professional help. Pro- 
fessionals have not been very good at sorting out the problems 
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which do reach them. Physicians will not usually turn away those 
who come to them for help with psycho-social problems, except 

for 'nuisance' cases - the mentally retarded, alcoholics or drug 
addicted, the depressed, difficult youngsters, the elderly, and 
those with emotional problems whom they will be glad to refer. 
They will keep other problems which interest them. They need 

to learn how to delegate. 


Some people also believe that a community health centre 
should be the nucleus of community development. The profession- 
als in the centre, working together with the local people, 
should be able to stimulate a new level of community conscious- 
ness and community involvement for the purposes of improving 
the quality of life in the locality. Others are not certain 
whether this should be the function of a health centre where 
physicians may dominate and medical treatment theories prevail. 
Social workers and community developers may prefer to work from 
other bases. Much depends upon the administrative structures 
which have developed in different provinces and the experience 
of different professionals in working together. 


THE EXISTING SYSTEM 


COST-SHARING 


Presently, the administrative divisions between the 
federal shared-cost programs have created a whole series of 
medical care systems which are not efficiently interlocked. 
The new federal cost-sharing proposals might remove the adminis- 
trative barriers between hospitals, personal practitioner ser- 
vices and public health and mental health services if the prov- 
inces decide to take action to set up new co-ordinating machinery, 
but the recent federal proposals do not link health and welfare 
grants any more closely than now. 


Consequently, any new system which might be developed 
would be a medical care system unless (as in Quebec) the pro- 
vincial governments bargain to opt out to get an ‘untied! grant 
to be used for any desired provincial purpose. 


The evidence which is now available indicates that more 
money put into medical care may not result in better health 
outcomes, Money may be better spent on nutrition, or the 
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Support of neighbourly helpers or the development of recreational 
facilities rather than health professionals' services or drugs. 


However, it seems unlikely that, at this point in time, 
health and welfare grants from federal to provincial governments 
will be merged, and provincial governments other than Quebec 
have not yet strongly indicated a desire to opt out and take one 
block grant from the federal treasury instead of the tied grants. 
Consequently, any immediate reorganization of the system in 
provinces other than Quebec is likely to be more re-organization 
of the medical care component than of health services as a whole 
though this reorganization does not preclude the development of 
Supportive social work services and community involvement in the 
planning and management of community health centres. 


The present federal-provincial cost-sharing formulae will 
inhibit the development of community health centres. Innovative 
services may qualify for help from Health Resources Funds if they 
have a teaching component, or for demonstration grants. But as 
has been pointed out, demonstration grants are sponsored by those 
who have no power to ensure that findings are put to good use. 


Case studies showed that all types of innovative health 
centres had great difficulties in obtaining funds to try out 
their ideas. 


CHANGING THE SYSTEM 


Community health centres by themselves could not deal with 
all the deficiencies of the medical care system but the introduc- 
tion of viable community health centres might begin to make a 
difference. To fund more innovative demonstration units would 
not really be very useful without also bringing in some systems 
change, for new demonstrations would be unlikely to confirm or 
deny what is already known, and that is very little, though it 
points in the direction of developing community health centres. 


LINKING THE SEPARATE SERVICES INTO A PLANNED WHOLE 


Unless a program for community health centres is intro- 
duced together with some program for co-ordination, for rational- 
ization of the present system, this will result in ‘a greater 
proliferation of competing services and more cost to governments. 


Oa e 


The pluralistic system at local levels will need to be 
brought into one linked system at least at provincial level 
and possibly lower down within a regional district organization. 


The federal Minister of Health has said that he proposes 
to set up a Health Council and the Second Manpower Conference 
wanted to see provincial Health Councils developed too so that 
general policies for health care might be worked out. Many 
reports have suggested that regional authorities should also be 
developed for (a) planning (b) operational control of health 
services. The concept of 'region' is ill-defined, however. 


The system of providing health care may be reorganized 
on two levels (a) coordination of services or (b) integration 
of services. 


Integration presumes that there is a "parallel movement 
of unifying goals and professional techniques"; coordination, 
that there is some streamlining of the present wasteful system. 


The prospect of attaining unified goals and unified pro- 
fessional techniques in Canada is not great, because it is a 
society which values pluralistic solutions. Thus it seems likely 
that where community health centres are introduced they will 
formonly part of the primary care system, and that other forms 
of medical care delivery will co-exist. 


However, Quebec is aiming at an integrated service to be 
developed in time. In the long term, 3% of physicians only 
are to be allowed to contract out of the medical care system 
although in the short term the government has had to agree to 
the existence of (a) the private sector, (b) the privately 
sponsored clinics giving publicly financed medical services and 
(c) the evolving community health centres. As well, community 
health centres are being linked in to the social service system 
which is also trying to rationalize its agencies into providing 
a less complex series of programs. 


There is a spectrum of provincial social policies in Canada 
which at the one end is entrepreneurial and, at the other, is 
socialistic, both being far from the extremes of either viewpoint. 
Overall, the federal government, a Liberal government (whatever 
that label may mean in 1972) appears to lean to the entrepreneurial 
view, so that economic development and national strength through 
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economic growth seem to be put before social development. The 
ambiguity, lies of course, in ‘theydifficulty ‘of separating out 
political objectives because a minimum level of social develop- 
ment is necessary for economic strength, and in fact this may 

not be a political philosophical position but a necessary federal 
government position. 


Quebec, Manitoba and Saskatchewan have developed more of 
a 'welfare state' ideology than the other provinces and Quebec 
has even gone so far as to legislate for community health 
centres to be set up, but in all provinces changes will have to 
be made slowly, or the medical practitioners will "strike, stint 
erreice™ 


Since integration seems to be impossible, how then can 
co-ordination best be brought about? Co-ordination is necessary 
both horizontally between public and private sectors and verti- 
cally for improved technological standards of service. 


REGIONAL AUTHORITIES 


Quebec proposes to establish regions based on a concept of 
primary, secondary and tertiary referral centres. Since tertiary 
referral centres are centred on university medical school 
research/service hospitals, it is only in provinces with more 
than one medical school that such a concept of regionalization 
can be applied. 


It has also been argued that there are advantages in 
establishing regional authorities to link up with metropolitan 
planning authorities, and to ensure that scattered rural popula- 
tions receive health services. These regional authorities would 
not necessarily have tertiary care centres in them but only 
primary and secondary referral centres. To some extent, it may 
be advantageous to community health centres not to be in regions 
dominated by tradition bound medical school specialists for 
community health care has, perhaps for too long, been regarded as 
low status by those who are hospital-centred. 


The extent of decentralization of power by provinces to 
regional districts and from regional districts to local communi- 
ties needs clarification. The extent of decentralization will 
depend upon the weight given to planning and rationalization 
and consumer involvement. The greater the decentralization, 
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the more the consumers will become involved but the less chances 
there will be of streamlining the provision of services. At 
present, the indications are that the provinces are not very 
willing to let go of the purse strings to such regional authori- 
ties as now exist. Nor are unionized or other highly organized 
professional groups likely to be willing to negotiate pay rates 
at a lower level than that of provincial negotiating boards. 


OBJECTIVES OF REGIONAL AUTHORITIES 


It seems to be clear from the evidence collected, that to 
establish new regional authorities without carefully thinking 
through their purposes would not be helpful. 


The main function of authorities (whether provincial or 
regional bodies) would be to plan and budget for essential 
services and to develop incentives towards gradual change. The 
necessary beginning would be to make inventories of services, 
to discover gaps and overlaps and to consider how best to deal 
with these. 


Two purposes of regional authorities have already been 
mentioned (a) planning, (b) operational control. Yet another 
purpose of regional authorities can be (c) education about the 
functions of health care organizations. Both consumers and 
health professions would have to work to develp an awareness of 
the others' points of view and to be open-minded enough to 
learn from each other. 


Clearly the composition of these regional authorities would 
be dependent upon their objectives. These might have to be a 
series of separate committees to work towards the three objectives 
outlined above and towards other purposes viz: (d) dealing with 
complaints and (e) providing consultant and evaluative services. 


This breakdown of objectives suggests that there are some 
regional committees which ought to have more consumer representa- 
tives and some which ought to have more technical professionals 
as members. The consumers might have a greater) contribution to 
make to the educational and advisory policy making committees. 

So it might be important to try to develop a hierarchy of 
advisory committees or complaints-investigating committees in 
order to ensure that consumer education was begun. Later these 
committees might be given more authority after they have developed 
expert knowledge of the workings of the System. The importance 
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of defining the roles of committee members and educating them 
about their roles has also been stressed. 


THE NEGOTIATION OF CHANGE 


There are beginnings of new structures emerging, dealing 
with planning and control of capital investment in the health 
service and, to a more limited extent, operational activities. 


Whether direct financing is used, or "contracting" continued, 
the provincial governments of the regions or community health 
centres acting on their behalf, if it is decided to delegate 
real power downwards, will have to negotiate with the others who 
hold power--the physicians and the hospitals being the two main 
power groups at present. 


The business managers of group practices made a strong 
case for having a change in the principals who should be recog- 
nized in negotiation. They wanted to see negotiations occur 
between provincial governments and group practice representatives. 
If community health centres are to be developed, it would seem to 
be very important to consider this point, for a change in negotia- 
tion structures is the only means by which it will be possible to 
get away from the present power groupings which put only the 
medical associations and the hospital associations across the 
table from the provincial authorities. Whether it should be group 
practices with whom negotiation takes place or community 
health centres or both is another question, but it does seem to 
be vital to shift away from identifying the medical associations 
and hospital associations as the only bargaining agents if new 
forms of "'anti-hospital' teamwork are to become the key to 
community health centre developments. Professional colleges will, 
of course, always remain important licensing bodies responsible 
for professional standards, but this is not the same as being 
bargaining agents for terms and conditions of service as was 
clearly recognized in Saskatchewan in 1962. 


WHERE THE SAVINGS LIE 


The regional authority (be it a province or some smaller 
area) would need to develop financial mechanisms to change the 
present incentive systems in health care. Presently, it pays 
consumers of health care to go into hospital and physicians to 
put their patients into hospital. 
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Hospitals are the status high centres of medical care 
and the centres of medical education and communication. 


There is need to link hospitals to clinics more closely 
and to change the incentive systems so that, when possible, 
patients are not treated as in-patients when out-patient care 
would be satisfactory. The problem is that there are no clear 
standards. The British decision to keep acute beds to 2 per 
1000 may be relevant to the United Kingdom but not necessarily 
to Canada. It is clear, however, that beds must be reduced in 
order to protect doctors from patients clamouring for admission 
to hospital. 


There may be dangers in giving direct incentives to 
physicians or clinics to keep patients out of hospital when they 
need to go in for treatment at an early stage of illness. As 
well, patients in lower socioeconomic groups or others without 
extended family supports may need more access to hospitals or 
more money to pay for extra services when being treated at home. 
For change to be brought about new payment procedures will have 
to be negotiated. A beginning has been made in some provinces 
where community clinics have been recognized as hospitals for 
the purposes of global budgeting, but the present federal legisla- 
tion regarding cost-sharing prevents linkage between hospitals, 
medical care, public and mental health service funding and 
research/evaluation. However, hospital-type structures are not 
necessarily the most effective structures for community health 
centres, 


THE DEVELOPMENT OF GROUP PRACTICES AS A PARALLEL OR INTERIM STEP? 


Despite Ruderman's findings that group practices as 
presently constituted are not economic, it would appear that getting 
professionals into group practices does seem to offer a better 
prospect for movement toward community health centres than 
building on to hospital organizations. However, this does not 
mean that hospital physical structures cannot be used. 


At the present time, group practices are very unstable 
organizations. Their formation depends upon doctors' willingness 
and ability to form partnerships with or without involvement in 
ownership of premises. They have no legal entity as corporate 
bodies. 
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Several partners in group practices explained that it 
was more by luck than by judgment that they were grouped. Some 
lucky financial break had come along or a particular set of 
circumstances had made it favourable for their group to be 
formed. A study of 17 groups in Saskatchewan showed that there 
was an extensive and rapid physician-turnover. It was clear that 
either their colleagues or the patients or both were having to 
pay for this mobility by having less satisfactory input from new 
members of the groups. 


The theme of the business managers was the uncertainty of 
their groups' position. They would have liked to have had more 
control over the group practice businesses, and they blamed their 
provincial governments and the universities for changing the rules 
or the referral “patterns, so that they could not’ plan ahead 
properly. Blaming these others seems somewhat unjustified, but 
the reasons for it are obvious, for the present system of finan- 
cing groups is unsatisfactory. 


THE FINANCING OF GROUPS 


A distinction can be made between capital costs (buildings 
and equipment), start-up costs, working capital (is working 
capital now necessary at this stage of medicare development or 
only petty cash?) and operating costs. Much of the uncertainty 
of the groups seems to have been associated with the lack of 
capital to get started properly, resulting in long-term debts 
and the continuing high interest charges which have to be paid 
on them. Once these are dealt with, operating costs are much 
easier to control. These are:strong arguments for a low inter- 
est loan fund to meet these starting costs or reconstruction 
costs. 


As far as operating costs are concerned the evidence about 
the best methods of financing group practices is not clear. There 
seems to be no good reason why the groups themselves cannot be 
allowed to work out their own payment systems within a global 
budgeting arrangement whether they choose time-rate salaries or 
piece-rate payments by case or by session (they are doing this 
already). It would appear to be unlikely that community health 
centres could succeed within the present fee-for-service system 
because one of the basic criteria for the success of a centre 
is teamwork and teamwork implies an equality in methods of re- 
muneration if not in levels of remuneration. Fee-for-service 
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paid only to physicians as at present would put them in a position 
of authority inconsistent with problem-centred teamwork in 
which each team member contributes according to his special skills. 


Consequently, global budgeting seems to be a sine qua _ non 
of community health centres. Presumably the centre could then 
decide how to remunerate its teams, and might decide on fee-for- 
service payments. If, however, other staff were given an equal 
say with physicians in the mechanics of remuneration this seems 
unlikely to be the outcome. New groups will need help, and 
community health centres even more help if they are to develop a 
teamwork remuneration system. A consultancy service of accountants, 
work study experts, health professionals and social scientists 
should be able to develop criteria for and with them. 


THE REFERRAL SYSTEM AND COMMUNICATION CENTRES 


It is important for the future of ambulatory care in 
Canada that community healthcentres are not developed as 
second-rate centres, so they will have to be in at the heart of 
the medical profession's informal communication System. Despite 
the obvious dangers of building on to any existing parts of the 
present system, it would appear that the struggling new system 
of group practices is most likely to offer a sound foundation 
for future developments, for system reorganization. 


But if group practices are to be the basic units of ambu- 
latory care, then group practices themselves must begin to provide 
the communication network and educational facilities for ambula- 
tory care, or special regional centres for this purpose must be 
built. Physicians must be weaned away from the hospitals which 
are not a proper centre for their interests if they are to be 
mainly concerned with keeping people out of hospital, with 
teamwork and with problem-centred care. 


The health sciences centre concept is still mainly 
associated with in-patient tertiary care, though it is an impor- 
tant concept for community care. 


The Mustard Report suggests a system of satellite educa- 
tional centres for physicians sponsored by universities and this 
kind of backing may help not only to support the group practices 
but also to bring the universities more out into the community 
care system. But the centres need to provide services to other 
professional groups too. 
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The role of universities in community care is not 
clear, and needs to be clarified. Obviously students should 
be trained in community health centres, but whether universi- 
ties or community colleges should give continuing education 
courses is more doubtful. The funding of courses needs proper 
consideration, as do teaching methods and curricula. 


RELATIONSHIP OF SPECIALISTS 


A regionally planned service should ensure that primary 
care patients who need help are sent on to secondary and, if 
necessary, tertiary care. Consultants from tertiary and secondary 
levels should be readily available to help primary care teams. 


The location and use of specialists will be very important. 
It would seem to be vital to ensure that they too spend much of 
their time outside hospitals working with colleagues in community 
health centres, being available to them for informal as well as 
formal consultations. A travelling consultancy service might 
be developed on a sessional basis. Specialists would have to 
conduct more out-patientclinics. This change in orientation will 
not be easy to achieve. Probably most continuing education should 
be given by this means. 


Although this has been a study of community health centres 
(and because of that mainly of family physicians), it has 
become clear that there is immediate need for another separate 
study of the specialists in Canada and what is to become of them. 
Until their problems of making a living are studied, they are 
likely to work against the community health centre concept 
because they will put pressure on the non-specialist for re- 
ferrals and will continue to use hospital beds and hospital moneys. 


The community health centre concept cannot properly be 
worked out unless it is backed up with well-organized secondary 
and tertiary referral centres. The specialists are quite un- 
organized and the university link-in to the system is even more 
disorganized. The need for the development of a teaching and 
consultancy service is urgent. 


The importance of the present medical referral system 
must not be minimized, for unless it is changed, unless general 
practitioners begin to refer to their allied health professional 
and possibly even lay colleagues, the new concept of teamwork 
will not get off the ground. But the medical referral system is 
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at the core of the medical profession and there will be great 
resistance to change on several counts. Primarily, general 
physicians have got used to referring technical problems 
upwards to specialists, (as Rein says, it is a matter of 
accountability, it is safer to refer upwards); next, they do 
not know how to refer as easily to other professionals whose 
training is different; and, of course, the specialists are part 
of the medical professional network which bind physicians 
together, and the referral system is their real power centre 
which they will defend from outsiders' intervention. 


FREE CHOICE OF PHYSICIANS 


The principle of free choice of physician is a principle 
which is highly regarded in Canada, but this principle conflicts 
with the concept of continuing care -- surveillance, maintenance, 
and restoration of the sick. A systems concept would require 
linkage of patients' records, at least, so that some continuity 
can be achieved. 


There are strong arguments in favour of enrolment of 
patients with clinic groups in order that the inertia principle 
should begin to operate and patients be discouraged from 'shopping 
around'. Other advantages in enrolment are related to the 
making of regional epidemiological surveys, identification of 
communities' special needs and information feedback to local 
health care teams. 


It seems unlikely that it would be politically and adminis- 
tratively possible to alter to a major extent the concept of free 
choice of physician. However, it does seem to be necessary to 
set some limits upon this in a_ planned System. There are several 
possibilities: 


(a) set geographical limits within a health centre district 
OF regions 

(b) have a short period of lock-in (2 weeks to 3 months) to 
develop the inertia principle, 

(c) develop incentives for enrolled patients, 

(d) separate continuing care from 'urgency' centres (e.g. 
youth clinics, hospital emergency departments) and 
charge deterrent fees for use of more than one service 
unless linked. 


One or all of these might be used to control the present 
mobility of patients and bring it down to a lesser level. 


However, patients cannot be expected to enrol for any 
one clinic's services unless these services are given at times 
appropriate to the patients' needs or unless there is a recog- 
nized link between clinic and emergency department services. 
Regional planning should ensure that a primary care service of 
minimum standard is accessible to all who wish to use it, and 
possibly those who do not at present. It was suggested that a 
good service might have to try to "recruit" the non-users. 


LEGITIMATION OF CHANGE 


The evidence about health care processes indicates that 
these were regarded as coming solely within the jurisdiction 
of the medical profession in the past, after a decision had 
been made to seek for professional medical care - to become a 
patient. But now that the taxpayer pays, and all are entitled 
to health care, the dominance of the medical profession is 
being challenged. Politicians who are channelling the tax 
moneys from the public to the profession are asking questions 
about efficient organization. Patients are asking questions 
about the physicians' mandate. They are beginning to perceive 
a distinction between clinical decisions and organizational 
decisions and between medical care and health care. As well, 
epidemiologists are challenging the reliability and validity 
of medical clinical decision-making. Whilst therapies are 
quite well organized, diagnostic processes are not altogether 
satisfactory. 


Politicians have started to get public support for changes 
by continually raising what they consider to be the relevant 
questions. As yet they do not always present relevant answers, 
because there are not comprehended, except in part. But politi- 
cians are engaged in a process of legitimizing political and 
administrative efforts to make changes. There are likely to be 
resistances by the public to drastic changes and particularly 
by interest group leaders such as local businessmen, hospital 
administrators, and medical staff chairmen to hospital cut backs, 
and by physicians to loss of income or autonomy. 
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INTERNAL ORGANIZATION OF COMMUNITY HEALTH CENTRES: SOME 
PROBLEMS IDENTIFIED 


CONSUMER INVOLVEMENT 


How much community participation should be encouraged? 
Apart from questions about government sanction and government 
funding of regional and provincial consumer participation, 
decisions will have to be made at the level of the centres 
themselves about consumer involvement. Deprived groups have 
more to gain by becoming involved, but they will be less able 
to cope with the relationships which they will have to learn 
how to make with professionals and among themselves. 


Since 'consumer involvement! threatens the self-concepts 
of professionals they are greatly concerned about its implica- 
tions for their autonomy. 


Much of the uneasiness about the present system of health 
care delivery is related to the feeling that Canadians are not 
getting value for money. The measures of health outcomes have 
not shown any great improvement in mortality and morbidity to 
offset the steadily rising cost of health services. Patients 
are not satisfied with the processes of diagnosis and treatment 
to which they are being subjected. They resent what they per- 
ceive to be bureaucratic, technological, impersonal care at times 
when their needs for social support are great. Physicians, 
desirous of preserving their autonomy have been anxious to main- 
tain control over the doctor-patient relationship not only in 
terms of clinical processes but also in the administrative pro- 
cesses surrounding their clinical work. They have not been very 
willing to admit that there is a distinction between discretion- 
ary decisions and the 'the qualities of procedures attending a 
decision'. The structures of health care institutions have only 
just begun to be questioned as medical dominance and medical 
omniscience have been challenged, but new structures are not yet 
clearly visualized by many people. 


Because of the 0.E.0. philosophy and concept of community 
development through management of U.S. neighbourhood health 
centres, community participation or involvement has come to 
have a restricted meaning for many people. But participation in 
community health affairs does not necessarily have to mean 
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involvement as manager, adviser or a member of the board of a 
community health centre. Many other methods of community 
involvement are possible. There is the Fish scheme whereby 
neighbours keep an eye on elderly people living alone; the 
Americans have 'block parents' who supervise and aid school 
children on their block. There are co-op day care schemes, day 
hospitals for geriatrics and volunteer escort schemes. But 
participation which is to be effective does need to be organized, 
at least to some degree, and it needs to be recognized as an 
important contribution from the community. 


Because deprived communities have more resentments it 
may be more difficult to develop new forms of involvement there, 
but, on the other hand, they have much more to gain through 
becoming involved, so that it may be important at least for 
some community health centres to be started in deprived communities. 


Consumer involvement may mean involvement in paid work as 
well as in volunteer work, particularly in poorer districts. The 
transition from consumer to provider of services may mean that 
the worker has considerable difficulties in knowing how to identify 
himself and his loyalties. This creates considerable stress and 
the "interstitial" positions with their ambiguities have long 
been a subject of study for sociologists. There are likely to be 
many role confusions and much learning to be done. 


TEAMWORK 


Another aspect of learning will centre round teamwork 
and its implications. 


The central concept of the community health centre is 
teamwork. The kind of teamwork which is meant is not the kind 
of teamwork which has been developed in hospital operating theatres, 
a paramilitary system to deal with inert patients, but the milieu 
therapy approach, developed first in mental hospitals and later 
in community psychiatry. This approach recognizes that all those 
who have contact with the client may influence his behaviour and 
his self-concepts, but that professionals have a special responsi - 
bility in making their interventions not only to help the patient 
but to help others to help him, and to help him to help himself. 
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The focus is not upon the physician as team leader but upon 
problem-solving processes for the client/patient. Naturally, 

the physician is better equipped to diagnose organic problems, 

but other members of the team may have more useful contributions 

to make to psycho-social or social difficulties, and this 

approach focuses upon helping the patient to take greater responsi- 
bility for his own health (as expressed in the Health Charter 

of the Hall Commission) and the community to take greater responsi- 
bility for its members. 


It has been suggested that community health centres could 
best meet the needs of local people by developing a core of 
family physicians or physicians' assistants services inc luding 
all the important support services together with additional ser- 
vices provided by specialist teams. This modular development of 
small teams is unlikely to move towards the economies of scale 
which were considered by the economists in their study if groups 
or community health centres are considered as Single units. But 
if community health centres became part of a system, then special- 
ist teams could be established working out from the regional 
headquarters whether on a full-time basis for a period of some 
years, or on a weekly or monthly part-time sessional basis. Youth 
clinics, family planning assistance, community mental health 
Services, dietary advice are seldom needed full time but are 
important extras for a community. 


As well, specialists in other community care services could 
make sessional visits whether as clinicians or consultants as 
necessary. Global budgeting would allow the community health 
centre to decide how best to use their services since they would 
have"to" fit in’ with the fee-for-service schedules, 


The crisis centre telephone answering service for the city 
and the retail pharmacy store could both be linked to one or more 
community health centres. The concept of satellite services is 
key, if available manpower is to be properly used. 


One of the problems at the present time is that many 
people are not getting to doctors' offices (even where services 
are available) and when they get there they may have presented 
themselves to a service less appropriate to deal with their prob- 
lems than other agencies which would help them or could be developed 
to help them. Many people are concerned about the sorting process 
which goes on before people get to health and social service 
agencies and after they arrive. The improvement of communication 
about services within the community and communication back from 
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the people is thought to be one of the principal functions to 
be developed by a community health centre. In the U.S. much 
attention has been given to this communication development role 
of intermediaries or indigenous workers or volunteers in 
middle-class areas for it is thought that professionals have 
failed in communicating with many groups of people, not only 
through language but also through symbols. 


PHYSICAL PLANS 


As well, the physical plans for community health centres 
can indicate attitudes of welcome or rejection and design of 
offices may promote or deter teamwork. Since the attitudes of 
professionals are likely to be slow to change, the importance 
of well-designed premises may be great, for this may force new 
patterns of work to emerge. 


If the community health centre is to provide more accept- 
able services, to provide more openings for skilled health 
professionals and to offer more opportunities to consumers to 
become involved in the running of centres, then people other than 
physicians must be allowed to get involved in reviewing delivery 
processes, and organization structures require to be changed. 


The sociological description of an organization structure 
which would permit this change is "participant bureaucracy". This 
term implies a well-organized but flexible method of linking 
together the elements making up a centre and the system as a 
whole. Although lines of authority and responsibility would be 
clear, these would differ from those presently existing in med- 
PEA Ie pLACLices:. Because income is collected mainly from the 
individual doctor's fee-for-service earnings, confusion tend to 
arise within group practice organizations. Workers have a com- 
plexity of loyalties--to the individual physicians by whom they 
are paid and for whom they seem to be working, to their pro- 
fession, to the practice group - and these may conflict at 
times. As well, some would like to develop more community 
involvement and have more responsibility to the local people. 


Conflict of loyalties can be diminished if the community 
health centre can be organized to meet the problems which have 
to be solved for and by the local community, and if payment 
systems are changed so that it is the centre which is paid for 
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services, not the individuals within it. This change in 
orientation will not mean that physicians will lose their author- 
ity, for their expertise will still be recognized’ "Bue Tt will 
mean that the staff can spend more time thinking about the prob- 
lems of the patients than their own problems of security of 
tenure or about how to satisfy the doctors' demands and the 
administrator's rules at the same time. 


DEVELOPING A COMMUNITY HEALTH CENTRE 


The range of services to be provided in a community health 
centre will be decided by the sponsors of the centre according 
to their ability to bring in and redistribute resources -- finan- 
cial resources, manpower, equipment, personal attention, etc. 
This range of services will probably be determined quite early on 
in the development of a centre and may not be easy to change 
much thereafter. So it is important to get technical help early 
whether from their own business managers on financing and staff- 
ing, or from consultants on structures and methods of working. 
Their ability to tap funding mechanisms and draw in skilled 
manpower is likely to depend upon their willingness to negotiate 
Satisfactory terms and conditions with the purse holders and 
the professionals. 


The key to satisfactory negotiation is the clarification 
of objectives, coupled with an attitude of willingness to be 
flexible, to make compromises on the part of all the negotiators. 


It is important to recognize that those involved in nego- 
tiating the development of a community health centre will have 
different priorities. New has said, "Usually health professionals 
are not adequately trained to understand what the community , 
external to health services delivered, has to do with the good 
or bad care that is given." 


There will be power struggles. These should be anticipated 
and thus, to some extent, defused. 


Personnel management will be very important. Good terms 
and conditions of service, attention to matters of recruitment, 
contracts, deployment, training, negotiation and consultation will 
be very necessary. It may be essential for community health 
centres all together to work out some generally applied scales 
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of pay, retirement programs, etc. in order that their staffs can 
begin to get the benefits of attachment to large organizations 
such as hospital employees or university staff now have. This 
would appear to be one of the most important incentives to get 
skilled workers to consider going to community health centres, 
as an alternative to entrepreneurial forms of practice. Incen- 
tive schemes could be developed for extra special services -- 
long hours, weekend work, outpost service. 


EVALUATION 


Four types of assessment were identified: public opinion, 
professional expert opinion, management techniques and scientific 
evaluation. Most countries use a mixture of these four to 
evaluate their health services. None is well developed enough 
to provide a sufficient assessment without the others. 


It has been argued that the most important in a stable 
society are the first two, for rational assessment by itself is 
inadequate. However, there is no doubt that rational assessments 
may assist in developing more efficient and effective policies 
and programs. 


It is easier to evaluate specific programs than general 
policies. Yet evaluation is likely to be most useful for getting 
to grips with assessment of programs such as those in health care 
or education which are imprecise, diffuse and broad in impact. 


The funding of evaluation is presently inadequate. National 
Health Grants are now awarded on the advice of independent commit - 
tees of professional researchers in health care. But the differ- 
ence between the approaches of the different disciplines which 
are involved in health care research have been minimized and the 
advice of epidemiologists predominates. They do not understand 
well the sociologists' approach, and their techniques of research 
and their values are not the same. 


Some concern has been expressed about the isolation of 
federal research advisory committees from the sources of power 
which could promote change in medical care. This separation 
results in the funding of repetitive demonstration studies or 
research projects which may be remote from the real issues of 
the day. Should research continue to be sponsored by National 
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Health Grant committees advised by the proposed national 

Health Council about research priorities as has been suggested? 
Should responsibility for evaluation of specific programs be 
decentralized to provincial (or regional) authorities where the 
power lies? Should provincial health councils be established 

to take responsibility for funding evaluation of community 

health centres? These questions need to be considered immediately 
because community health centres should not be introduced without 
'before and after' studies in order to learn more about the cri- 
teria for their success. 


STRATEGIES OF CHANGE 


To sum up: there are many difficulties to resolve, but 
it would appear that the development of community health centres 
would be a useful next step in improving Canadian health care 
delivery. 


Lt as elear’that community health centres will not be 
successful unless they become part of a total system of care, 
and that at the same time the present system will have to be 
changed gradually. 


"The strategy of the change is as important as the change 
itself '" and each provincial government would have to feel its 
way towards solutions. 


Alix takes the view that although some people may wish 
to rush into developing community health centres, this would 
be unwise. The essence of his concept is intensive interaction 
between the local people and their developing community centres. 
The centres should not be started unless the population is ready 
for them and unless the professionals are ready to work in a 
new way with the population. Most populations are ready, he 
Says, where needs are great and traditional forms of delivery 
are inadequate, whether geographically, economically, psycho- 
logically or culturally. 


So where is it best to begin to introduce community 
health centres? Some think that it is not only services to 
the poor which need to be improved, but services to all classes 
of society. Beginning to develop community health centres 
only for the poor is not likely to be the best move because 
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they may fail to attract good staff. As well the poor may have 
more resentments and so make very great demands on the staff 
who could find it difficult to respond in an acceptable 
manner. 


Demonstration projects appear to have been of several 
kinds: (a) group health centre or community clinic models 
(b) hospital outreach models (c) expanded nursing role models 
(d) experimental clinics developed by universities for teaching 
or by medical students (e) experimental clinics developed to 
meet the needs of youth or minority groups (f) expansion of 
existing services such as occupational medical services to 
local communities. 


Of these, the group health centres have been particularly 
concerned about medical care standards, the nurses have been 
anxious to demonstrate new uses of skilled manpower and the 
others have been anxious to improve accessibility to, or 
acceptability of, service to deprived groups. It would appear 
that encouragement should be given to sponsors to develop all 
kinds of models provided that they meet certain basic criteria 
of health centres and community involvement. What is important 
is that the centres should move beyond the ‘missionary' stage 
into an ordinary alternative model stage, and that there should 
be enough of them to form "a critical mass". 


By undertaking "before and after" studies, evaluators 
should be able to assess the criteria for further successful 
development of community health centres. 


The speed at which change can be carried out Seve Gy, 
important. Armstrong has drawn attention to the possibility of 
physician emigration if rapid changes are forced, but he may 
be overly pessimistic. Quebec and British Columbia are making 
quite rapid changes. But fiat does not seem to be the best 
method of making change. There must be incremental change by 
negotiation. Much of this must go on behind the scenes. 


Many have warned that it will be another generation before 
the present group of physicians cease to obstruct change and, 
until they do, teamwork as described above is unlikely, for 
change is not going to come after the end of professional training. 
At that time behaviour is learnt and deeply internalized. But 
again this is to be pessimistic. There may be other mechanisms 


which can be used. 
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It would seem that well-designed centres together with 
good evaluation procedures might bring about more rapid 
adaptation than waiting for the educational system to work, 
particularly when the education system itself is caught up in 
the sante problems of being unable to bring in changes. 


A health care system is dependent upon its health pro- 
fessionals and a tension exists between professionals and 
society about the extent of the mandate which they can expect 
to be given in return for their expert services. In the past, 
professionals were given a very broad mandate -- the minister, 
the doctor and the schoolmaster were not only technical experts 
but social leaders of a rural society. Physicians are not 
noticeably wiser about the problems of the world today than 
other members of society. Now, particularly in the U.S., there 
is considerable disillusionment with the way in which pro- 
fessionals and semi-professionals have used their power. Rieff 
says: ''The professions cannot be entrusted with the social 
responsibility of being the 'guardians' of knowledge...The 
bitter experiences of the poor have taught them that the pro- 
fessions have identified the promotion of human welfare with 
the interests of the dominant class. Finally, they are demanding 
greater accountability to themselves -- in the form of community 
control, for example -- not to those who have traditionally 
oppressed them. The meaning of accountability of the professions 
to the community must not be limited to management and eontrak: 
but must be extended to include accountability in terms of 
knowledge. Community control too often is only concerned with 
matters of management and administration of the professions... 
(It) must concern itself with making the professions accountable 
for the way in which they use their knowledge. Every professional 
must be required to educate his clients and the public about 
what he is doing and why...(For professionals) tend to organize 
their use of non-professional knowledge and skill for their own 
purposes rather than the client's". 


"The revolt of the consumer is not only against the 


medical profession attempting to assert its autonomy, but also 
against the 'technologization' of medicine," says Klein. 
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